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NY consideration of reparative den- 
tistry must start with the ideal or 
standard of two unbroken dental 

arches of sixteen teeth each; the lower 
activated by the muscles of mastication 
attached to the mandible, the two to- 
gether aided by the cheeks, the tongue 
and the lips performing the function of 
triturating food and mixing it with saliva 
to prepare it for deglutition ; i.e., masti- 
cation. 

While mastication of food is no doubt 
the most important function of the teeth 
and jaws, it must be noted that they ful- 
fil other essential physiologic purposes as 
well. They aid in deglutition and they 
have an important part in the production 
of speech ; and it is well understood that 
good appearance is largely dependent on 
the presence of a full set of teeth in such 
alinement as to maintain correct and 
pleasing relations of the lower third of 
the face to the head as a whole. 


Read before the Section on Partial Denture 
Prosthesis at the Eighty-Third Annual Meet- 
ing of the American Dental Association, Hous- 
ton, Texas, October 27, 1941. 
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For the maintenance of these func- 
tions at their highest efficiency, each 
member of the arch must (1) have un- 
broken contours and (2) be in lateral 
contact with its contiguous members. It 
will be noted that this fact conforms to 
the physical laws governing the use of 
the arch in various phases of architecture. 

Some authorities term the completed 
dentition with its surrounding oral parts 
an organ, just as we refer to other organs 
in the body, because of the very impor- 
tant réle the dental equipment has to 
play in the physiologic processes of the 
entire system.'»? Whenever the arch be- 
comes mutilated by losing some of its 
members, i.e. when teeth are extracted, 
the masticating function is impaired in 
proportion to the number of lost mem- 
bers as well as the position that they oc- 
cupied in the arch. 

The initial break in arch continuity is 
followed by a whole train of dental evils. 
It is common knowledge that the teeth 
on each side of the break, when deprived 
of their lateral contact, strongly tend to 
rotate, to tip into the space and to be- 


3 
a 
2121 


2122 Tue JouRNAL OF THE AMERICAN DENTAL ASSOCIATION 


come loosened. Destruction of the peri- 
dental membrane follows, with serious 
derangement of the occlusion. Unless a 
remedy is applied by means of repair or 
by reconstruction, the condition may 
rapidly progress to complete disintegra- 
tion of the entire dental arch, finally 
necessitating the removal of all the teeth 
composing it. 

It is true that third molars can be 


removed from the adult dental arch and’ 


the continuity of the remaining members 
be unaffected and function unimpaired, 
and also that the loss of a single tooth 
from the arch of a young person may 
often be compensated for by the moving 
of other teeth to close the gap, although 


@ 


® 


Fig. 1.—Types omitted from classification. 
Anchorage for retention being insufficient, par- 
tial dentures tend to convert the conditions 
rapidly into full denture cases. 


this is questioned by some authorities. 
Almost all other cases of mutilation of the 
arch call for a more constructive remedy 
in the form of a so-called partial denture, 
either fixed or removable. 

The American Deutal Association, it is 
appropriate to note here, has made a 
ruling in recent years that a section of 
the organization known as the Section on 

artial Denture Prosthesis shall devote 
itself to the discussion of all forms of 
dental restorations of more than one 
tooth and less than the entire arch 
whether they be fixed or removable. Den- 


tal teachers and writers on this subject 
have agreed that it is almost impossible 
to establish a distinct line of demarcation 
in defining a partial denture and a re- 
movable bridge. In general, an appli- 
ance having saddles together with con- 
necting bars and clasps is referred to as 
a partial denture or, more properly, a 
removable partial denture. Similar 
restorations having precision attachments 
fitting into crowns or inlays in the abut- 
ment teeth are popularly termed remov- 
able bridges. This discussion will deal 
exclusively with the partial removable 
denture or partial plate denture type. 
The fixed and removable bridge types, 


Fig. 2.—Types omitted from classification 
because infrequent. The usual means of treat- 
ment is more in the nature of a cantilever 
bridge than a partial denture of the type 
under discussion. 


together with designs for the restorations 
themselves, will be omitted except for 
collateral reference. 

In following accepted modern practice 
in medical and dental science, which de- 
mands a detailed diagnosis based on all 
the available facts which can serve as a 
guide in formulating the specifications of 
the remedy to be applied, it becomes 
necessary to have a classification of cases 
that will identify the outstanding types 
without recourse to a cumbersome tooth- 
by-tooth and space-by-space description, 
and, if possible, to include some of their 
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features. (“A plan of treatment should 
follow and be dictated by a diagnosis, 
and can by no stretch of the imagina- 
tion take the place of it.”*) 

For the purpose of classification, we 
need not consider the pathologic condi- 
tions that cause a break in the arch by 
the loss of teeth, because all pathosis has 
presumably been eliminated by the ex- 
traction which creates the space. 


§ 


Fig. 3.—Type with short spaces not class- 
ified separately, although included in main 
groups. The restorative means takes the form 
of a bridge. 
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Fig. 4.—Cases, with relatively long spaces 
compared to those of Figure 3, classified as 
requiring partial dentures, which afford sup- 


port and lateral bracing effect not obtainable 
by means of bridges. 


Fig. 5.—Type included in classification be- 
cause either partial denture or bridges may be 
means of treatment. (Compare description of 
Class 6.) 


Obviously, then, in mutilated arches, 
the main factors to be classified are the 
physical conditions. These consist of (1) 
the number, length and position of the 
spaces, which offer the most apparent 
evidence of impaired function of the 
dental organs, and (2) the number and 
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position of the remaining teeth. Actually, 
these are the conditions that limit the 
usefulness of any appliance fabricated 
for remedying the deficiency. It may be 
regarded as axiomatic that the masticat- 
ing function which can be considered 
restorable is in direct proportion to the 
number of remaining teeth. 

Immediately a classification is at- 
tempted along this line, i.e. the spaces 
existing in the arch, two formidable diffi- 
culties arise. One is the mathematical 
magnitude of possible combinations. Be- 
ginning with the loss of one tooth, and 
progressing to the complete destruction 
of one arch of sixteen members, this runs 
into many thousands as computed by 
Cummer, who says that “in either the 


Fig. 6.—Partial denture as advertised, an 
example of mechanical design disregarding 
functional needs. It lacks effective support. 
upper or lower jaw, there can be 65,536 
cases.”* Except for statistical purposes, 
such a classification would be virtually 
useless. Its manifold complexities would 
prohibit any further consideration of its 
application in dental practice as a basis 
for grouping similar cases that occur fre- 
quently. The other difficulty, that of 
making a classification sufficiently limited 
to come within the range of usefulness, 
inevitably results in a compromise by 
omitting some combinations that are oc- 
casionally observed. 

There is a well-established precedent 
for such a compromise, notably the Black 
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classification of tooth cavities, which does 
not include all cavities occurring on all 
‘tooth surfaces. It is highly significant 
that, in spite of these omissions, the 
Black cavity classification has come into 
almost universal use in the field of opera- 
tive dentistry and has stood the test of 
usage over a long period of time. More- 
over, some of the possible combinations 
of spaces and teeth remaining in the arch 
are such that a partial denture would 
be inefficient or would tend to cause early 
removal of the teeth that are in position. 
These cases should be regarded as tem- 
porarily deferred full denture cases, 


Fig. 7.—Largest classification group, identi- 
fied by bilateral spaces with no teeth posterior 
to them. A partial denture will be largely 
tissue borne. The restorable function is quite 
limited. 


Fig. 8.—Posterior spaces, bilateral. Posterior 
tooth support is available on one side. The 
restorable function is greater than in Class 1. 


therefore it is not necessary to include 
them in a partial denture classification. 
(Fig. 1.) In the accompanying series 
of drawings, only typical instances have 
been selected for illustration among all 
the combinations that may occur in the 
class indicated. Wide latitude exists 
within each class for variations; that is 
to say, the classification is flexible. 

A second group of combinations pos- 
sible in either arch occur so infrequently 
as to be of quite minor importance and 


can be safely disregarded in a working 


classification, as in the instance of the 
Black cavity classification. (Fig. 2.) 

A third group presents short spaces for 
which bridgework, either fixed or of the 
removable type, is unmistakably the best 
remedy. Therefore, it is not necessary to 
include this group as a separate class 
in a classification of cases wherein re- 
movable partial dentures are indicated. 
(Fig. 3.) 

However, this group merges into those 
having much longer spaces. It is only 
necessary to regard the spaces in Figure 
3 as being considerably increased by the 
further loss of teeth, whereupon the con- 


Fig. 9.—Bilateral spaces with posterior tooth 
support available on both sides. The restor- 
able function is relatively greater than in other 
types, except Class 6, if spaces are of moderate 
length. 


Fig. 10.—Unilateral space, very unfavorable. 


for restoration of masticating function, al- 
though remaining teeth compensate unless 
interjaw relation is similar to that shown here. 
Secondary functions, i.e. aid in speech and 
appearance plus maintenance of vertical jaw 
relations, are almost wholly restorable. 


ditions that logically require partial den- 
tures of a removable type readily become 
apparent. (Fig. 4.) Therefore all these 
groups are included in the major classes 
shown later. 

A fourth group, having multiple short 
spaces, comprises cases wherein either 
bridgework or a removable partial den- 
ture can be used as the remedy of choice. 
Therefore, this group should be included 
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in the classification under discussion. 
(Fig. 5.) The choice depends on several 
facts. Frequently, it is determined by the 
condition of the abutment teeth. If their 
crowns are so badly decayed that they 
require restoration, suitably by bridge- 
work; this would seem to be a decisive 
fact in favor of bridgework as the most 
desirable means of treatment, provided 
the peridental attachments are in good 
condition. 

On the other hand, if the abutment 
teeth are not carious, other facts may 
prove to be conclusively in favor of treat- 
ment with a removable partial denture. 
The patient may justifiably object to the 
cutting of sound tooth surfaces, either 
from dread of the wear and tear on the 
nervous system or from a fear of losing 
the teeth due to some previous unfortu- 
nate experience with crowns. 


Fig. 11.—Single anterior space. The class- 
ification is unaffected by the absence of third 
molars. The case is favorable only for restora- 
tion of the secondary phases of function. 


Under these conditions, the use of a 
partial denture would avoid the formid- 
able cutting needed for bridge attach- 
ments. The resultant economy of both 
chair and laboratory time would permit 
a lower fee, which in itself is an impor- 
tant factor in many cases. Finally, an- 
other fact may determine the choice: 
If the peridental attachments of the 
abutment teeth are much impaired, a 
partial denture with its connecting bar 
will have the advantage of a bracing 
effect across or around the arch, acting as 
a splint, which would not be the case 
with bridgework in two or more separate 
Pieces. 

The cases that may be termed deferred 
full denture cases, the cases that occur 
infrequently and the cases requiring 
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bridgework having been eliminated as 
outlined above, the remaining cases can 
now be grouped under a triad com- 
prising all the features which it is essen- 
tial to recognize in a classification of this 
kind, as follows : 

1. Frequency of occurrence, which 
would indicate the numerical order of 
each class. 

2. Position and extent of the space or 
spaces in the arch, which would indicate 
the type of appliance to be fabricated to 
remedy the mutilation. 

3. The extent of support available in 
the form of remaining teeth at the ends 
of spaces, which would indicate the 
amount of function, especially masticat- 
ing function, that it is possible to restore 
by means of the appliance used. 

By making this approach to the prob- 
lem, that is, an approach from the bio- 
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Fig. 12.—Irregular spaces around entire 


arch, favorable for restoration of function un- 
less peridental attachments are badly impaired. 


© 


logic or physiologic standpoint of im- 
paired function of an organ, the possi- 
bilities of the attempt to compensate for 
lost function by the use of an appliance, 
and also its definite limitations, will be 
better understood. Designs for the vari- 
ous types of cases will then develop with 
this consideration, functional efficiency, 
as the most important essential. If the ap- 
proach is made from the engineering 
standpoint primarily, the resulting tend- 
ency in design is to stress mechanical de- 
tails and thus to produce refined mech- 
anisms that may fall far short of effi- 
ciency in function. 

For instance, a removable partial den- 
ture is sometimes made to supply all of 
the upper teeth back of the cuspids, hav- 
ing very narrow saddles and with a tight 
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skeleton frame across the vault and 
around the lingual aspect of the anterior 
teeth. (Fig. 6.) This is an example of 
mechanical refinement developed per- 
haps in response to the usual demand of 
the patient for lightness, for minimum 
bulk, leaving the vault open, and for a 
general appearance similar to that of 
fine jewelry. Such a restoration, though 
it may please the patient at first, lacks 
the essential feature for good function ; 
that is, a broad bearing area on soft tis- 
sues, since there are no posterior teeth 
for support. Consequently, the denture 
fails to resist masticating stress suffi- 
ciently, settles rapidly out of occlusal 
contact and loosens the abutment teeth 
prematurely. A base with vault cover- 
age, either in full or in part, would be 
much better adapted to meet the de- 
mands of mastication in this case. 

The classification given later was 


evolved by applying the foregoing prin- 
ciples to a collection amounting to about 


1,000 models accumulated in the pros- 
thetic infirmary over a period of years 
with this object in view. Repeated pre- 
liminary sortings and groupings elim- 
inated (1) the infrequent cases; (2) the 
cases in which partial dentures were im- 


practical because too few teeth remained | 


for adequate retention; (3) the cases in 
which removal of a considerable number 
of teeth, comprising all those remaining 
in the arch, was imminent because of 
peridental destruction, and (4) the cases 
in which bridgework was obviously the 
most desirable means of treatment be- 
cause of the short spaces existing. This 
left about 600 models, more than one 
third of the original number having 
thus been set aside. 

This remaining number was _ re- 
arranged in six groups, which will be 
described. A critical and extended study 
was made of this arrangement to test its 
application to clinical practice and its 
capacity to include all cases in which 
partial dentures had been successful. 
This study finally led to the conclusion 
that this limited selection would repre- 
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sent nearly or quite all those cases in 
which partial denture construction would 
be feasible as they come into the hands 
of the general practitioner. In short, a 
workable classification of comparative 
simplicity for day-in and day-out needs 
had been gradually formulated in har- 
mony with the three features enumer- 
ated. This was lacking in mathematical 
and statistical completeness, as might be 
expected, but it embodied an inherent 
facility for identifying and comparing 
the constantly recurring cases so that the 
resultant design could be evolved log- 
ically according to minor differences 
among cases in the same class. 

This classification was _ tentatively 
adopted for classroom and clinical work 
about 1926, continuing to date.* It has 
proved a valuable aid in teaching and in 
keeping records. Later adopted by grad- 
uates for office practice, it is coming into 
more general use by the profession. All 
practical and statistical observations 
seem to indicate that it is sufficient for 
general needs. It is hoped that, like the 
Black cavity classification, because of its 
simplicity and its ability to describe the 
conditions that it classifies, it will with- 
stand the test of time and extended 
usage. 

The separate groups comprising the 
classification are as follows : 

Class 1: Bilateral posterior spaces, 
remaining teeth in a segment in the 
anterior area. 

__4821/123 _ (Fig. 7, A) 
321|1234 (Fig. 7, B) 

Class 2: Bilateral posterior spaces, one 
or more teeth at the posterior of one 
space. 

87 4321123 (Fig. 8, A) 
54321|1234 78 (Fig. 8, B) 

Class 3: Bilateral posterior spaces, one 
or more teeth at the posterior of both 
spaces. 

8  321|123 8 (Fig. 9, A) 
87 32i|1234 8 (Fig. 9, B) 

*University of California, School of Den- 

tistry. 
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Class 4: A unilateral posterior space, 
with or without teeth at the posterior of 
the space, the arch unbroken at the op- 
posite side. 


87654321123 (Fig. 10, A) 
4321|12345678 (Fig. 10, B) 
Class 5: Anterior space only, posterior 
part of the arch unbroken on either side. 
7654 | 345678 (Fig. 11, A) 
87654 | 345678 (Fig. 11, B) 


Class 6: Irregular spaces around the 
arch, remaining teeth single or in small 
groups. 

8 6 4 21) 
8653 | 


(Fig. 12, A) 
(Fig. 12, B) 
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THE FIRST CLASS (TABULATION ) 


The teeth in the anterior region usu- 
ally number six to ten. They may be in 
equal or unequal arrangement on each 
side of the median line, with a strong 
tendency for this arrangement to be sym- 


metrical. 

Nearly all writers on this subject seem 
to note this type as occurring more fre- 
quently than any other, and to mention it 
first in efforts to classify their cases, but 
do not cite any statistical facts.° . 

This group, perhaps better than any 
of the others classified, permits the appli- 
cation of the triad of features enumer- 
ated, which stand out as demanding 
recognition in the plan of classification. 

The First Feature—Numerical fre- 
quency, about 45 per cent, is strikingly 
apparent in the tabulation given here- 
with, which logically therefore gives this 
type first place as a class in accordance 
with the triad. 

The Second Feature—The spaces, 
bilateral and posterior, indicate that the 
restoration will necessarily have to be 
one depending very largely on the soft 
tissues for support in mastication. This 
cannot be otherwise, since the remaining 
teeth can furnish only a limited part of 
the support necessary because of their 
anterior position out of the main area of 
mastication. 
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The Third Feature——The amount of 
function restorable is closely related to 
the second feature. Owing to absence of 
posterior tooth-bearing, function can be 
restored to only a limited degree. The 
function of the natural teeth in the pos- 
terior areas is mainly mastication. They 
have but little to do with the func- 
tion of speech, but they are the teeth 
that, more than any other part of the 
dentition, have the important secondary 
function of maintaining the vertical 
relations between the jaws. This type of 
partial denture cannot adequately meet 
the demands of masticating efficiency 
because the tissues which have to support 
it can bear only a fractional part of the 
available muscular force without severe 
pain and permanent injury. For similar 
reasons, the attempts that are made to 
restore and maintain vertical interjaw 
space with this kind of denture are sub- 
ject to the same cause of failure, as it is 
found that the supporting tissues resorb 
too rapidly under these conditions to 
preserve the space for which the appli- 
ance is designed. 

Thus, the condition may be summed 
up by saying that while this group com- 
prises almost half of all partial denture 
cases, the partial denture used in its treat- 
ment is unfortunately the least efficient 
of all types in restoring function, although 
it may be very successful as regards com- 
fort and satisfaction to the patient when 
the appliance is properly designed and 
executed. 


THE SECOND CLASS 


The second class occurs much less fre- 
quently than the first, although it does 
include a wide variation in the number 
of remaining teeth and their location in 
the arch. There is less tendency for an 
equal number of teeth to be left on each 
side of the median line; in fact, it is 
usual to find a short space on one side 
and a long space on the other. 

The Type of Appliance Indicated.— 
The appliance indicated is one depend- 
ing entirely, or nearly so, on tooth sup- 
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port on one side of the arch, the other side 
deriving its support to a great extent 
from the underlying mucous tissue espe- 
cially in the upper arch. 

The Function Restorable.—The possi- 
bilities of restoring function are much 
better than in the first class owing to 
the fact that more positive support is 
available at both ends of one space. It is 
found, as might be expected, that this 
side of the appliance is habitually used 
by the patient for chewing efficiently and 
comfortably rather than the opposite or 


A Survey or Partrat Denture Cases* 


very frequent. In distinction from Class 
1 and Class 2, the prosthetic treatment 
for it is essentially bridgework, since 
there is tooth support available at both 
ends of all spaces. It must be evident 
that, in this class of case, there can be no 
clear line of demarcation between remov- 
able bridgework and so-called partial 
dentures. 

The restoration may be either fixed 
bridgework, removable bridgework hav- 
ing precision attachments for retention 
and support or an appliance that is in 


Proportion Approximate 
Class Teeth Upper to Lower Total Per Cent 

1 Upper 19 1 152 45 
Lower 135 
Upper 20 1 57 17 
Lower 37 2 
Upper 18 1 45 13 
Lower 27 1} 

4 Upper 15 1 37 1l 
Lower 22 1} 

5 Upper 22 2 34 9 
Lower 12 1 

6 Upper 10 1} 17 5 
Lower 7 1 
Total 342 342 100 


*Frequency of occurrence in a classification proposed at the University of California for cases requiring 


treatment; based on a group of 620 study models from 130 patients for whom a total of 342 removable 
partial dentures had been made. (Original tabulation, January 1927, revised May 1941.) 


long saddle side. In short, the nature of 
the appliance is partly that of a bridge 
and partly that of a plate denture. 


THE THIRD CLASS 


The number of anterior teeth remain- 
ing and their relation to the spaces is 
subject to much variation. Occasionally, 
there are double spaces on one side, and, 
in rare instances, on both sides; i.e., 
there may be a tooth standing between 
the remaining anterior teeth and the pos- 
terior group, and this condition may be 
bilateral. Numerically, this class is not 


effect a removable bridge, comprised of 
saddles, connecting bars and clasps. Hav- 
ing the characteristics of a partial plate 
denture, it frequently is referred to by 
the name partial plate. The choice will 
be made mainly according to the length 
of the spaces, bridges for the short ones, 
partial dentures for the long ones, the 
latter particularly if the crowns of the 
abutments are not carious. 

Type of Appliance Indicated.—Under 
the conditions just cited, the restoration 
usually will take the form of narrow 
saddles connected by bars for transverse 
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bracing and with the necessary clasps for 
retention and also designed with suitable 
rests to receive support at all possible 
points on remaining teeth. The saddles 
serve principally to carry the necessary 
artificial teeth and to prevent food pack- 
ing, but do not materially add to sup- 
port in mastication. 

Function Restorable—This class, to- 
gether with the sixth, presents better 
possibilities of restoring function than any 
of the others, since the appliance can be 
completely tooth borne. 

THE FOURTH CLASS 

In the extreme cases of the fourth 
class in the upper jaw, the space some- 
times extends to one-half, or more, of 


Fig. 13.—Combinations of: A, cl. 1 and 5; 
B, cl. 2 and 5; C, cl. 3 and 5; D, cl. 4 and 5. 
The problem of the restoration and its func- 
tional importance for the posterior spaces is 
of major importance in such cases. 
the arch. In this class as in the third, the 
same difficulty is again apparent: to es- 
tablish a definite physical limitation, 
which will indicate whether bridgework 
or a partial plate denture shall be used. 
A short space with a tooth posterior to it 
would facilitate the use of a bridge with 
both ends well supported, whereas the 
occurrence of a long space with no 
posterior teeth eliminates that possibility. 
In the first instance, functional restora- 
tion may be so nearly complete that the 
patient uses this area of the arch inter- 
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changeably with the opposite side, with- 
out any conscious difference. In the sec- 
ond instance, because it is possible to 
restore only a fraction of the original 
function, the patient is most likely to 
chew on the sound side opposite the 
restoration almost entirely for both effi- 
ciency and comfort. The restoration 
then fulfils a secondary though very im- 
portant phase of function ; namely, main- 
tenance of the vertical location of the 
opposing teeth, which means main- 
tenance of the vertical dimensions of 
the lower third of the face. 

Since the attempt is here being made 
to classify cases requiring a partial den- 
ture of the saddle-bar-clasp type, rather 
than fixed or removable bridges, it is 
logical to specify “a long space” as the 
identifying feature of this class. 

Type of Restoration—The type of 
restoration indicated usually calls for a 


6) 


A B 


Fig. 14.—Combinations of: A, cl. 5 and 2; 
B, cl. 5 and 3. In these cases, functional and 
restoration problems for the anterior space are 
usually predominant. 


bar for transverse bracing effect, a sad- 
dle designed for maximum bearing 
effect and the clasps necessary for reten- 
tion. 

Function Restorable—As already 
cited, the function restorable can be only 
fractional, even with a posterior support- 
ing tooth present. 


THE FIFTH CLASS 


This class of case may vary from the 
space of a single missing anterior tooth 
to an extreme condition where only the 
molars remain, as in Figure 1, A. The 
condition is the exact opposite of that in 
Class 1. With a short space present, the 
means of treatment, according to the best 


A B 
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prevailing practice, would usually be a 
fixed bridge, although, with a fixed 
bridge, it is often more difficult to secure 
an esthetic effect than with a partial 
removable denture. With the extremely 
long space, as in Figure 1, A, it is doubt- 
ful whether any type of partial denture 
would be of practical value and it could 
be considered only temporary at best. 

The intermediate condition, wherein 
four, five or perhaps six teeth are miss- 
ing, is the usual one. This class of muti- 
lation is frequently the result of traffic 
and sports accidents, and cases are on 
record wherein all eight incisors were 
lost in this way. 

Type of Restoration Indicated—The 
restoration indicated is usually a saddle 
with two distal bars for a longitudinal 
bracing effect, together with anterior 
clasps or similar retaining devices de- 
signed with rests to receive support from 
the teeth adjacent to the space and with 
the posterior clasps or their equivalent so 
placed as to exert strong resistance against 
the tilting effect in the anterior area 
from the pressure of occlusion. 

Function Restorable——The condition 
present is not very favorable for restora- 
tion of the main function of the anterior 
teeth, incision of food masses. The ap- 
pliance cannot be very effectively used 
for biting off masses of hard or tough 
foods because of the painful effect on 
the underlying tissues and the proximat- 
ing tooth abutments if much force is 
used. Also, the repeated excessive move- 
ments of the abutment teeth would 
result in their premature loosening and 
early loss. The secondary functions of 
the anterior teeth, the part that they play 
in speech and as an aid to the appear- 
ance, can be and usually are almost com- 
pletely restored by a removable partial 
denture appliance. 


THE SIXTH CLASS (IRREGULAR SPACES 
AROUND THE ARCH) 


This is a small group of cases wherein 
a number of short spaces are found with 
no regular arrangement in the arch. Re- 


maining teeth are very likely to be single 
or in twos. There are so many variations 
that the cases present no distinct charac- 
teristic except irregularity. It may be 
considered a miscellaneous class because 
of the fact that it is comprised of a small 
number of cases that do not fit readily 
into the other classes. 

T ype of Restoration Indicated.—When 
this kind of case is not treated by means 
of a series of small fixed bridges, as is 
often done, or a removable bridge with 
precision attachments, two other means 
of treatment are resorted to, both com- 
ing in the category of partial plate 
dentures. 

One, consisting of saddle and clasp 
units joined by bars, is applicable to 
both upper and lower cases. The other, 
for upper cases only, consists of a broad 
base covering most of the vault, which 
in some instances is retained by clasps 
and in other cases is used without clasps. 

Function Restorable—In this class, 
when the remaining teeth have good 
peridental attachments, and their full 
support is utilized for the denture, func- 
tion can be almost completely restored, 
for a long term of service to the patient. 
If the peridental attachments are de- 
stroyed, function can be restored only in 
part and the treatment by an appliance 
cannot be considered other than a tem- 


porary expedient. 


Combination class 1+5,. (Fig. 13, A.) 
43 |12345 


Combination class 2+5. (Fig. 13, B.) 
4321| 34 78 


Combination class 3+5. (Fig. 13, C.) 
87 43 |123 78 


Combination class 4+5. (Fig. 13, D.) 
4321| 345678 
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COMBINATION OR BLENDING OF CLASSES 


In a small percentage of cases, the out- 
standing features of which group them 
in class 1, 2, 3 or 4, there may be an 
additional space in the anterior region 
(class 5). Such a space would require 
additional details in the design of the 
restoration for the case, but the essential 
character of the case is nevertheless that 
of the main group. The restoration 
problem is primarily that of class 1, 2, 3 
or 4 plus a secondary combination ele- 
ment of class 5. Examples are shown in 
Figure 13. 

Combination class 5+ class 2. 
| 
876 43. | 3456 
(Fig. 14, A.) 
Combination class 5+ class 3. 
| 
(Fig. 14, B.) 

In the same way, a class 5 case may 
have an additional posterior space or 
spaces on one or both sides of the arch 
as described for class 1, 2, 3 and 4. Two 
examples are illustrated. (Fig. 14, A and 
14, B.) 

Instead of setting up a separate class 
or subclass of each of these and thus 
complicating the whole classification 
scheme to such an extent that it would 
tend to become unwieldy, it is more con- 
sistent with the purpose of the plan to 
consider these as blends or combinations 
of two classes and to develop restoration 
in accordance with the class the features 
of which are predominant. 

Since the time when this tabulation 
was originally made, in 1927, it has been 
largely confirmed by extended clinical 
experience, reenforced by a further ac- 
cumulation of models. 

It is worthy of interest to note that 
even the cases that are referred to as 
infrequent and those termed deferred 
full denture cases also come within the 
limits of the classification, although some 
might be considered extreme examples. 

I have given consideration to the idea 
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that this classification, with some addi- 
tional features defining and limiting the 
length of spaces, might be advantageously 
used for bridge cases as well as for re- 
movable partial denture cases. 

From the standpoint of statistics, it 
may justly be said that in order to estab- 
lish a more conclusive numerical se- 
quence, a much larger number of cases 
should have been used. Selecting cases 
feasible for treatment by means of re- 
movable partial dentures from a limited 
number of models leaves small totals in 
some of the groups. Instead of about 
1,000 models which were sorted to obtain 
the foregoing results, there should pre- 
ferably be perhaps about 5,000 gathered 
from all kinds of dental practice, sub- 
urban and metropolitan. 

The physical difficulties of securing 
such a large number of models can be 
readily understood, especially by those 
who have attempted any form of statis- 
tical effort in the dental profession. It 
would require a well-financed under- 
taking, to be closely followed 28 by 
competent clerical assistance. 


However, the tendency to normal dis- 
tribution should hold good so that the 
tabulation as it stands can safely be taken 
for practical purposes as a cross-section 
of the field of dentistry where treatment 
by means of removable partial dentures 
is indicated. 
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THE ETIOLOGY AND CONTROL OF 
DENTAL CARIES 


By Lzonarp S. Fospicx, Ph.D., Chicago, 


HE incidence of dental caries has 

been increasing during the past few 

centuries,” * until today 98 per 
cent® of the population of this country 
suffer from the effects of the disease. This 
in itself is rather startling, but when one 
considers that the condition is so acute 
that 18.8 per cent of the rejections for 
military service are due to oral condi- 
tions, it is clear that the situation merits 
major consideration. 

During the past few decades, there 
has been accumulating a vast amount of 
material which seems to indicate that the 
etiology of dental caries is now fairly 
well understood. Although there is still 
much disagreement on some of the minor 
points, there is little dissension among 
research workers concerning the funda- 
mentals of the disease. The results of 
years of work by a great number of in- 
vestigaters show that there are many 
variables among the factors in caries. 
From these data, a rational theory con- 
cerning the mechanism of the disease can 
be formulated; and on the basis of the 
known facts concerning the mechanism, 
rational methods of control can be de- 
termined and utilized. 

As far back as 1887, Miller* and 
Black’ proposed that tooth decay was 
due to the formation of lactic acid in the 
mouth as a result of carbohydrate 
fermentation. These men furnished much 
evidence in support of their views, but 
there remained many facts that could 
not be explained on the basis of their ex- 
perimental evidence. 


Read before the Section on Operative Den- 
tistry at the Seventy-Eighth Annual Midwinter 
Meeting of the Chicago Dental Society, Feb- 
Tuary 19, 1941. 
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Although the theory of Miller and 
Black stands as the most rational one 
regarding tooth decay, present-day 
knowledge concerning the mechanism is 
so complex that one may have difficulty 
in recognizing caries as still in the realm 
of the original chemicobacterial theory. 
The investigations of Bunting and his 
co-workers® have established that L. 
acidophilus is the predominant organism 
associated with dental caries under the 
conditions of the experiment. Although 
this fact does not help to explain the 
mechanism of the disease, it has placed a 
very important tool in the hands of the 
dentist as a diagnostic procedure. 

Marshall, in 1915,’ showed that, in 
general, the titratable alkalinity of the 
saliva from individuals immune to den- 
tal caries is greater than in the saliva of 
individuals with active caries. This work 
was severely criticized by Gies,* but was 
later substantiated by Hubbel,’ Kar- 
shan*® and Campaigne.** 

Karshan* showed that the saliva from 
immune individuals was more highly 
supersaturated with calcium than saliva 
from individuals susceptible to dental 
caries. All other facts being equal, more 
acid would be necessary to dissolve the 
teeth in the presence of saliva when the 
degree of supersaturation with calcium 
was high. 

Trimble and his co-workers'* and 
Zaus** found the flow of saliva a major 
factor in establishing immunity to decay. 
These authors, working independently, 
found that, in general, the immune indi- 
viduals had a much more rapid flow of 
saliva than did the individuals suffering 
from rampant caries, This fact suggests 
that the self-cleansing ability of the 
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mouth may be quite important in estab- 
lishing immunity to caries. 

Fosdick, Hansen and Epple**® found 
that one of the major differences between 
the saliva of immune and of susceptible 
persons was the rate at which it pro- 
moted the formation of acid in the pres- 
ence of enamel and free sugar. It was 
found that the rate of acid formation 
from sugar in saliva is extremely high 
in saliva from susceptible individuals ; 
while, in the same mixture, with saliva 
from caries-immune individuals, the ini- 
tial rate of acid formation is extremely 
slow. In the two cases, the same amount 
of acid is formed if the reaction is al- 
lowed to go to completion. It was on the 
basis of this marked difference that the 
chemical test for caries was formulated. 


Taste 1.—Case Data* 


Chemical Aciduric 
Datet Susceptibility Bacteria Count 
12/18/40 tttt 24,000 
12/30/40 ttt 5,000 
1/14/41 Tt 8,200 


*Case 3103 (boy, aged 16); clinical susceptibility, 
Tt; salivary flow 9 cc. 
{Placed on sugar-free diet. 


This will be explained in detail later on. 

In 1936,”" it was pointed out that the 
fermentation of carbohydrates by yeast 
and certain other aciduric organisms was 
similar to the process of carbohydrate 
degradation by muscle tissue, and that if 
the mechanism was a universal phenom- 
enon, as it appeared to be, the process 
should be the same in the oral cavity. 
On this basis, an investigation was made 
into acid production by mixed mouth 
organisms in the presence of saliva. As 
a result of this investigation, nearly*® all 
of the predicted intermediate compounds 
were isolated ; which proved that fermen- 
tation in saliva with the formation of 
acids was no exception to this universal 
phenomenon. In addition to this, it was 
soon clear that no single mouth organ- 
ism was associated with an enzyme sys- 


2133 


tem sufficient for the rapid production of 
acid.’® 2% 24. For this reason, it would be 
impossible for any one organism, un- 


assisted by enzymes from other organ- 


isms or from the surrounding media, to 
produce acids fast enough to be effective 
in decalcifying the teeth. This would 
indicate that two or more organisms 
working in conjunction were necessary 
for the production of caries. Further- 
more, it suggests that enzymes from the 
saliva or from the tissue itself may play 
an important réle in the production of 
acids. 

In addition to the foregoing condi- 
tions, which have been extensively in- 
vestigated, there are others that have 
been noted on careful clinical observa- 


Taste 2.—Case Data* 


Chemical Aciduric 
Date Susceptibility Bacteria Coum 
3/25/40 tt 259,000 
4/ 1/40 ttt 336,000 
4/ 8/40 ttt 
4/29/40f t 8,000 
6/17/40 - 14,000 
8/ 7/40 Tt 88,000 
12/ 6/40 No test 18,000 


*Case 1374 (girl, aged 10); clinical suscepti- 
bility 


tion and which may play an important 
réle in the disease. It has been noted 
that, in most immune cases, the teeth are 
perfectly formed with good contacts, fine 
occlusion and an absence of pits and 
fissures on the occlusal surfaces. In other 
words, the teeth are usually arranged in 
the mouth in such a manner that they 
are comparatively self-cleansing, and 
with relatively few areas where stagna- 
tion of saliva and impaction of food can 
occur. It has been noted that when for- 
eign objects are placed in the mouth, so 
as to cause the formation of stagnant 
areas or to decrease the self-cleansing 
ability of the teeth, the caries activity 
increases, as has been observed with the 
use of certain orthodontic appliances. 
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This indicates that, in these cases, the 
rate of acid formation would not have 
to be so rapid as in some other cases in 
order to decalcify the teeth, because, with 
the protection of the neutralizing and 
cleansing action of the saliva diminished, 
the acids that are formed are in contact 
with the teeth for a longer period of 
time. 

During recent years, Stephan,”* using 
the antimony electrode, has occasionally 
found in carious lesions pH values low 
enough to decalcify the teeth, but this 
was not the usual condition. This work 
was confirmed in our laboratory by means 
of the glass electrode. It was further 
found that the acid was formed with ex- 


treme rapidity when free sugar was 


placed in an open cavity or in a so-called 


Taste 3.—Case Data* 


Chemical Aciduric 
Date Susceptibility Bacteria Count 
9/30/40 ttt 23,000 
10/14/40 tttt 175,000 
11/ 5/40 tt 127,000 
*Case 2524 (girl, aged 20); salivary flow, 3 cc; 
clinical susceptibility tft. 


susceptible area. It was found that when 
any simple sugar is placed in a cavity or 
in a susceptible area, the pH may drop 
to 4.0 in three minutes. Although this is 
faster than is usual, it demonstrates that 
acids can and do form very rapidly. 
Furthermore, it was found that the acids 
were neutralized either by the saliva or 
by the dissolving tooth structure in a 
comparatively short time. 

According to theory, lactic acid should 
be the predominant acid formed by the 
reactions taking place in the mouth. 
Campaigne’? found this to be true in 
fermentation products of saliva-glucose- 
enamel mixtures. On the basis of this 
work, a microtechnic** was adapted for 
the analysis of the lactic acid content of 
carious material and materia alba. Here 
again, it was found that lactic acid was 


formed rapidly in large quantities. Al- 
though the lactic acid is not the only 
acid formed, it was noted that there was 


- more lactate than the drop in pH would 


account for, provided none of the lactic 
acid was neutralized by the buffer action 
of the saliva. The lactic acid formation 
was exceedingly rapid after the ingestion 
of free sugar. As the test determines 
total lactates, the discrepancy between 
the drop in pH and the total lactates 
would mean that considerable amounts 
of the lactic acid formed were immedi- 
ately neutralized by the buffering action 
of the saliva and materia alba. 

When one considers all of the forego- 
ing phenomena as taking part in the 
process of dental caries, it becomes quite 
clear that we have a large number of 
variables to correlate and integrate into 
a logical sequence of events in the cari- 
ous process. On the basis of the forego- 
ing, it seems that we have two clear-cut 
processes opposing each other the result 
of which will determine whether the 
tooth will decay. In the first place, we 
have a great number of factors in a 
mechanism designed for neutralizing 
acids in the mouth. The acid neutraliz- 
ing power or buffer capacity of the saliva 
is a very important factor. This neutral- 
izing factor is variable, the exact buffer- 
ing capacity depending on the diet as a 
major factor.2* In most mouths; it is 
sufficient to neutralize large amounts of 
acid. This neutralizing action is so 
powerful that the pH of the mixed saliva 
is never sufficiently acid to decalcify the 
teeth no matter how active the carious 
process is. This would indicate that any 
saliva, provided it could reach all parts of 
the mouth in a never ending stream, 
would be adequate to prevent caries. Un- 
fortunately, the saliva cannot reach every 
part of the mouth in a steady stream, for 
several reasons. In many cases, the teeth 
are so arranged that there are areas in 
which stagnation can occur, such as is 
found with certain types of contacts, pits 
and fissures and some malocclusion and 
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orthodontic appliances. In many mouths, 
where areas of stagnation are few, there 
is such a slow flow of saliva that many 
fairly accessible areas in the mouth be- 
come stagnant. 

Nature has endeavored to compensate 
for lack of saliva in some cases by super- 
saturating the saliva with tooth minerals. 
This helps to a large degree in many 
cases, but even this is not enough if much 
stagnation is present. Thus, we find that 
nature has provided a very efficient sys- 
tem for neutralizing acids in the mouth. 
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of acid formation is governed by two pri- 
mary factors. In the first place, it is nec- 
essary to have a substrate from which 
the acids can be formed. The rate of 
acid formation depends to a large extent 
on the type of substrate present. Any of 
the simple sugars and sucrose and mal- 
tose are very good substrates for rapid 
acid formation. In general, the more 
concentrated the substrate, the more 
rapid the action. It is possible that other 
carbohydrates will serve as_ substrates, 
but with them the rate of acid formation 


Taste 4.—ReEsuLts or Orat Hyciene REGIME IN TWENTY Cases 


Calcium Dissolved Calcium Dissolved Change in Time 
Patient at Beginning on Test Susceptibility Cavities Months 
1 15 10 — § 0 6 

20 —2 —22 0 9 
3 10 bo -9 0 9 
4 16 r.5 —11 0 9 
5 9 -9 6 
6 19 10 -— 9 2 6 
7 16 E 5 -11 0 6 
8 14 6 — 8 1 6 
9 10 — 9 —19 1 6 
10 16 1 —15 0 6 
11 9 — 1 —10 0 Fj 
12 6 4 — 2 0 6 
13 5 2 — 3 0 9 
14 13 5 — 8 7 9 
15 13 3 —10 0 9 
16 16 14 — 2 1 6 
17 19 5 —14 0 6 
18 10 3 — 7 0 6 
19 10 4 — 6 2 12 
20 12 1 —11 1 6 


Unfortunately, not all individuals have 
the same degree of protection, and in 
many cases the degree of protection is 
inadequate to cope with the stream of 
acid resulting from fermentation in iso- 
lated stagnant areas of the mouth. 

The damaging forces that Nature has 
been trying to overcome have become 
increasingly powerful as civilization has 
foisted a modern diet upon the people. 
These forces have to do with the rate of 
acid production in the mouth. As was 
stated above, in many mouths acids are 
formed with amazing speed. This rate 


is slow as compared to that of the mono- 
saccharides and disaccharides. 

The other governing fact in relation 
to the rate of acid formation is the en- 
zyme system present. If an optimum 
enzyme system is present, the acids are 
formed rapidly, but if any one of the 
necessary enzymes is absent or is present 
only in suboptimum quantities, the rate 
of reaction is that permitted by the defi- 
cient enzyme. 

Presumably, most of the enzymes come 
from the bacteria of the oral cavity, but 
this is not necessarily the case. It is quite 
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possible that some of the necessary en- 
zymes or coenzymes are derived from the 
saliva or even from the oral tissue itself. 
At any rate, we know that for rapid acid 
formation, the enzyme system must be 
optimal. 

With these facts in mind, it is now pos- 
sible for us to formulate certain pro- 
cedures for controlling caries. Obviously, 
there are three avenues of approach : We 

-can increase the protective action of the 
oral cavity, we can eliminate the sub- 
strate or we can destroy the enzyme sys- 
tem. Any method must include the 
measuring of caries activity so as to de- 
termine the effect of any procedure tried, 
without waiting months or even years for 
evidence as to the results. 

We are fortunate in having at least two 
good methods for this determination: 
the bacteriologic test as developed by 
Bunting and Jay and the chemical test 
as developed at Northwestern University. 


THE BACTERIOLOGIC TEST 


Bunting and Jay have shown that 
when active caries is present, L. acido- 
philus is also present, and when L. aci- 
dophilus is consistently absent, the 
process is inactive. The bacteriologic 
procedure is not particularly compli- 
cated and can be performed in any den- 
tal office with little equipment. How- 
ever, the definite procedure outlined by 
the authors must be followed or results 
will be erroneous. The test, if per- 
formed according to the proper technic, 
will assure accurate correlation with 
clinical estimations in about 85 per cent 
of cases. Snyder has developed a modi- 
fication of this test which may enhance 
its usefulness.”* 


THE CHEMICAL TEST FOR DENTAL CARIES 


This test is based upon the rate of acid 
formation glucose-saliva-powdered 
enamel mixtures. The saliva is gathered 
and mixed with the sugar and the 
enamel. It is then incubated for a period 
of four hours. At this time, the amount 


of acid formed is measured by determin- 
ing the amount of calcium dissolved, dis- 
solution of calcium being a function of 
acid formation. This test, according to 
theory, should be accurate as all of the 
constituents, such as buffering capacity, 
degree of supersaturation and acid neu- 
tralizing power, are present. However, 
in the hands of the author, it agrees 
about 85 per cent with clinical estima- 
tions. Its main advantage is that it esti- 
mates susceptibility in definite terms, —, 
is not the case with the bacteriologic 
test. It has many disadvantages, how- 
ever, as the saliva must be freshly gath- 
ered and an elaborate equipment is nec- 
essary. Its use will probably be confined 
to institutions for the present. 

By the use of the foregoing tests, it is 
possible to follow the changes in caries 
activity effected by any procedure. It 
becomes unnecessary to place a patient 
under experimental treatment for long 
periods of time to determine the effect of 
treatment. In the last analysis, before 
any definite conclusions can be reached, 
it will be necessary to obtain clinical evi- 
dence in addition to the evidence afforded 
by the laboratory experiment. 

On the basis of these theoretical con- 
siderations, there are several procedures 
by which we may alter or control caries 
activity. In the first place, it is possible 
that we can alter the susceptibility to 
caries in some cases by changing the neu- 
tralizing or immunizing agents in the 
mouth. Some of these, such as acid- 
neutralizing power or buffering capacity, 
the degree of supersaturation of calcium 
phosphate and the correction of poor 
occlusion or malformation of the teeth, 
can be altered. Operative or orthodontic 
treatment has gone far in eliminating 
areas of stagnation, but is often resorted 
to after the caries process is well ad- 
vanced. Many experiments have been 
made in attempts to increase the calcium 
and phosphorus content of the saliva, 
but as yet all attempts have failed. The 
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acid-neutralizing power or buffering 
capacity of the saliva can readily be 
changed, and, in a number of cases, suc- 
cess has been reported in controlling 
caries by a diet producing an alkaline 
ash. Jones*® reported considerable suc- 
cess along these lines on the natives of 
Hawaii. Boyd and Drain® reported 
similar success, and Willis and Forbes,”’ 
at the University of Virginia, reported 
that tremendous increase of the alkaline 
content and in the acid-neutralizing 
power of the saliva can be effected by an 
alkaline diet. So far as this method of 
developing immunity simply increases the 
neutralizing power of the saliva, it is 
necessary for the saliva to reach all areas 
of the mouth. It is true that with a 
higher acid-neutralizing power, less saliva 
will be needed for the control of caries, 
but the saliva must still be present in 
sufficient quantities to neutralize any 
acids that may be formed. On this basis, 
one would not expect all individuals to 
respond to this treatment, which explains 
why so many investigators have not had 
marked success with such methods of 
treatment. 

There are two other methods by which 
control can be effected. One is to elim- 
inate or destroy the “enzyme system that 
is the cause of the acid formation. This 
can be done by several means. There 
are substances that are known to poison 
certain enzymes necessary in the forma- 
tion of acid. One of these is the fluorine 
ion. This ion prevents the formation of 
phosphoric esters and is known to stop 
acid formation in the process of fermen- 
tation, stop the degradation of glycogen 
to lactic acid during muscular activity, 
inhibit bone formation or cause abnormal 
bone formation and abnormal tooth cal- 
cification. There are certain areas in this 
country and abroad where the drinking 
water contains sufficient fluorine ions to 
cause abnormal tooth formation, but an 
insufficient quantity to be harmful in 
muscle metabolism. It has been shown 
that, in these endemic areas, little dental 
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caries has been found. While the concen- 
tration of the fluoride ion in these cases 
is insufficient to cause abnormal muscle 
metabolism, when it is considered that 
the teeth adsorb large quantities of the 
fluoride ion, it appears possible that the 
concentration in the teeth is sufficient to 
inhibit the local formation of lactic acid 
to such extent that the natural neutral- 
izing or immunizing influences of the 
mouth will cause immunity to caries. 

Another method of poisoning the en- 
zyme system is by the use of iodo-acetic 
acid. It has been shown by Miller®® that 
the caries sometimes observed in rats is 
inhibited by the use of this drug. 

It should be remembered, in the use 
of any of these enzyme poisons, that toxic 
symptoms may arise that would be of far 
greater harm than the disease which we 
are attempting to cure. For this reason, 
any attempts to control caries by means 
of enzyme poisons should be attended 
with great caution. 

Another method of controlling caries 
would be the elimination of the substrate, 
which, of course, means the elimination 
of free sugars. This method has been 
practiced widely by a number of investi- 
gators. Jay et al.* have shown that the 
elimination of free sugars will stop caries 
in about 90 per cent of cases. He further 
suggests that elimination of starches as 
well as free sugars for a short period of 
time is much more advantageous than 
the elimination of free sugar only. This 
work has been substantiated at North- 
western University and other institutions. 
Tables 1, 2 and 3 present some typical 
cases of this treatment. 

The main disadvantage of this method 
is that the habit of consuming large 
quantities of sugar is so firmly established 
in this country that patient cooperation 
cannot be secured unless caries is so 
severe that a definite economic and 
health hazard is evident. Even in these 
cases, only partial cooperation is usually 
obtained. Nevertheless, if patient coop- 
eration can be obtained, definite control 
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of caries can be established. So far as 
each individual can tolerate various 
quantities of carbohydrates and free 
sugar and still be relatively immune to 
caries, the proper procedure is to initiate 
diets based upon the various tests for 
susceptibility, and by analytic procedures 
determine the exact amount of carbo- 
hydrates tolerated. By this method, con- 
siderable patient cooperation can be ob- 
tained. In most cases, adequate diet with 
sufficient amounts of sugar and other 
carbohydrates can be used. 

Another means which the theoretical 
considerations suggest for the elimination 
of substrate is the practice of oral hy- 
giene. It has been shown that the acids 
formed in the production of dental caries 
are present only immediately or shortly 
after the ingestion of fermentable sugars, 
and that decalcification is complete in a 
relatively short time. These experiments 
immediately suggest that if oral hygiene 
procedures were practiced before the 
acids could be formed or before the acids 
had time to cause an appreciable amount 
of decalcification, dental caries could be 
reduced. It is true that, in a large num- 
ber of cases, the acids are completely 
formed within a very few minutes after 
the ingestion of the carbohydrate, but, in 
the large majority of cases, the acids are 
not completely formed until fifteen or 
twenty minutes after ingestion of the 
sweet substance. Furthermore, there is 
considerable evidence that the concen- 
tration of the free sugar may be an im- 
portant variable. In any event, if the 
sugars and acids are cleared from the 
mouth before appreciable action has time 
to set in, the caries process will stop im- 
mediately. 

On this basis, fifty patients were 
selected, all of whom were very suscep- 
tible to caries. The degree of susceptibility 
was determined both by chemical anal- 
ysis and by clinical observation. All pa- 
tients had a full-mouth x-ray examina- 
tion followed by a complete dental exam- 
ination and each cavity and filling was 


charted. All cavities were filled, so that 
the mouth was free from caries. Each 
patient was then placed on the following 
oral hygiene régime: No attempt was 
made to alter or regulate the normal diet, 
which in some cases was high in free 
sugar. Immediately after the ingestion 
of food, each patient was required to 
rinse his mouth well with an antiseptic, 
chew a stick of antiseptic paraffin and 
brush his teeth with a good brush and a 
dentifrice. The procedure was so rigor- 
ous that only twenty of the patients con- 
tinued the experiment for as long as six 
months. At intervals during the test, the 
susceptibility to caries was determined by 
means of the chemical test. At the con- 
clusion of the test, another x-ray and oral 
examination was made. The results are 
shown in Table 4. 

As can be seen by the table, there was 
an appreciable decrease in susceptibility 
of every patient in the test, and in five 
of the cases the decrease was sufficient to 
give a negative chemical reaction. In 
fourteen of the cases, no caries devel- 
oped during the test period, while, in six 
cases, caries developed. In three of the 
cases in which caries was observed, the 
condition was so slight that the examiner 
was doubtful whether it had not been 
missed on the first examination. In other 
cases, when cavities had developed, there 
was no question concerning the lesions, 
although none was large. 

When one considers the various ways 
by which caries might be controlled and 
by which some degree of success has been 
obtained, it is quite obvious that no 
method fulfils the requirements of the 
profession. In each case, it is necessary 
to obtain complete cooperation of the 
patient in following a dietary régime 
which is too difficult for the average 
person to maintain. For this reason, no 
single method will ever be successful for 


the average patient in the practice of the . 


average dentist. As a result, modified 
procedures have been tried by a limited 
number of practicing dentists. A pro- 
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cedure involving both the moderate limi- 
tation of free sugar and oral hygiene has 
been successful in general practice. Sev- 
eral dentists have obtained appreciable 
cooperation by the following procedure : 

The cause of the disease is discussed in 
detail with the patient and the various 
means of control are outlined. As this is 
quite time-consuming, a definite fee is 
charged for the service. The patient is 
then instructed concerning the free-sugar 
intake, and when the reason is fully 
understood, a certain degree of coopera- 
tion can be obtained in most cases. In 
addition to this, the patient is instructed 
to clean the mouth immediately after 
the ingestion of food. As the recognized 
procedures are impossible under ordinary 
addition to this, the patient is instructed 
to use copious quantities of water when 
toilet facilities are not available. The 
water should be swished forcibly between 
and around the teeth before being swal- 
lowed. In this manner, much of the free 
sugar or acids can be removed before 
damage results. 

I am informed that most patients who 
follow this procedure have an immediate 
decrease in carious lesions, and that when 
results are satisfactory, no further lack of 
cooperation is encountered. 
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THE CLASS 5 AMALGAM RESTORATION 


By James T. Sweeney,* D.D.S., Stockton, Calif. 


Cavities of the fifth class are all on surfaces 
that are freely exposed to view. . . . They 
begin in the enamel, close to the line of the 
free margin of the gum. Hence the term, 
gingival third cavities.? 

HROUGH examination of thou- 

sands of mouths of patients in the 

Stockton State Hospital in the past 
fifteen years, I have observed the general 
failure of amalgam fillings of Class 5, 
including cases from our own Clinic. 

A study of our past records showed 
that amalgam fillings of this type usually 
corroded and were unsightly. They be- 
came distorted or “bulged” with consis- 
tent regularity. The gum tissue coming 
in contact with most of them was fre- 
quently diseased, this fact leading to the 
assumption at that time that amalgam 
was incompatible with gum tissue. Lastly, 
recurrence of decay was often demon- 
strated at some point along the margins 
of those fillings that had been in use for 
a long time. 

There are two factors in the success of 
amalgam, in the Class 5 cavity: 1. The 
cavity is surrounded by four walls. 2. 
There is ease of access. The principal 
disadvantage is the fact that the cavity 
is excessively wide, curved and shallow, 
a condition unfavorable for the conden- 
sation of amalgam resulting unless a spe- 
cial matrix is used. The usual matrix 
adaptations have proved unsuccessful in 
our hands. 

The study of Class 5 amalgam fillings 
in extracted teeth showed that: 1. If they 
became distorted or “bulged” at the mar- 
gins, the cavities had not been adequately 
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undercut for retention form. 2. The 
rounded or jagged margins of the ma- 
terial itself indicated that the amalgam 
was permitted to retain an excess of 
mercury during packing. Black observed 
the rounding of amalgam margins from 
retention of excess mercury when he 
wrote”: “Whenever a very soft, sloppy 
amalgam is forced into a sharp angle, 
the mass will slightly withdraw from the 
angle immediately the pressure is re- 
moved .. . all such angles will be found 
rounded instead of sharp.” 3. Recur- 
rence of decay was usually manifest 
where the cavity was not sufficiently ex- 
tended toward the mesial and distal line 
angles of the tooth and into immune 
areas occlusally. Many of us hesitate to 
extend the cavity sufficiently because of 
the esthetic factor. 

Experiments in the mouths of our pa- 
tients early in this program in which the 
cavities were extended well into immune 
areas and thoroughly undercut for re- 
tention were partially successful; that 
is, the restorations showed tighter mar- 
gins, and recurrence of decay seldom 
occurred. However, the problem of 
condensation was not solved. Tarnish 
or actual corrosion was frequently noted 
within a few years. 

The experience gained while develop- 
ing the instruments for use in the Class II 
and mesioclusodistal cavities, following 
Black’s suggestion that they should be as 
large as can well be used in the cavity, 
led to the idea of making condensers the 
approximate size and shape of the Class 
5 cavity; that is, instruments large 
enough to hold the amalgam in place 
during packing without the aid of a 
matrix. Numerous trial instruments were 
developed. Gradually, the number was re- 
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duced to four for convenience and econ- 
omy. Two additional designs by E. Carl 
Miller, of Cleveland, Ohio, have proved 
indispensable and have been added to 
the set of four. The total number of 
necessary points now is six. The six points 
were made adaptable to an adjustable 
double end handle which was devised by 
an instrument manufacturer. (Fig. 1.) 
These large and odd-appearing conden- 
sers obviate adapting a matrix and 
achieve condensation pressures heretofore 
thought impossible. The points are not 
patented. 


CAVITY PREPARATION IN THREE STEPS 


Step 1. The cavity is opened with a 
plain round bur, the size depending on 
the size of the proposed cavity. It should 
be of the same diameter as the fissure bur 
to be used in the following step. 
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the cutting edge creates the retention 
form. (Fig. 3.) If a plain wheel bur is 
not handy, one may be fashioned from 
a plain round bur by stoning the face and 
removing the blades from the side con- 
nected with the shank, thereby prevent- 
ing it from cutting toward the enamel 
wall, which may undermine it. When a 
cavity is extended beyond the boundaries 
of the mesial and distal line angles, the 
extreme curvature of the cavity neces- 
sitates the use of a 334 inverted cone bur 
to attain the mesial and distal retention 
grooves. This condition is, however, un- 
usual. The cavity is now ready to receive 
the amalgam. 


EXTENSION FOR PREVENTION 


It is imperative that the cavity be ex- 
tended well out toward the mesial and 
distal line angles and occlusally to an 


L 
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Fig. 1.—Adjustable handle. A, condenser for packing within cavity. B, overpacking con- 


denser. C, finger rest. D, condenser release. 


Step 2. The outline form is gained 
with a spiral-cut fissure bur sufficiently 
large to occupy one-half or more of the 
gingivoclusal width of the cavity. (Fig. 
2.) If a bur of small diameter is used, 
an island of enamel-covered dentin will 
be isolated in the center of the cavity, 
and the removal of this island is very 
painful to the patient. By using larger 
burs, the operation can be completed 
with dispatch and less discomfort to the 
patient. The spiral bur planes the en- 
amel wall, and the cavity is now ready 
for the retention form. 

Step 3. A plain wheel bur is pressed 
into the cavity, into the angle formed by 
the cavity wall and the pulpal floor. The 
bur is revolved slowly and forced com- 
pletely around the cavity, the shank of 
the bur riding the enamel margin while 


area where an adequate finish line can 
be secured. 


PREPARATION OF THE AMALGAM FOR 
CONDENSATION 


The average Class 5 cavity takes a mix 
of about 8 grains of alloy to the speci- 
fied amount of mercury as directed by 
the manufacturer of the particular alloy 
in use. Trituration can be accomplished 
with the mechanical amalgamator, which 
is equipped with the timing device graded 
in seconds or with the mortar and pestle. 
In using the mortar and pestle, it is 
advisable to jar or vibrate the mortar 
frequently during the mixing operation 
to assure complete amalgamation of stray 
particles of alloy. Packing amalgam con- 
taining unamalgamated particles is 
strongly condemned. 


| 
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As soon as trituration is complete, the 
mass is rolled into a rope and cut into 
two pieces. The first piece is grasped in 
a linen cloth and squeezed to express the 
considerable excess of mercury present.* 
This dry piece of amalgam is made plas- 
tic by being rubbed several times in the 
same cloth, and possesses the necessary 
plasticity for condensation within the 
cavity. The second and remaining piece 
is permitted to remain on the bracket 
table, retaining its mercury until the 
first is used up. When ready for com- 


Fig. 2.—Spiral cut fissure bur (A). 


Fig. 3.—A, plain wheel bur undercutting 
cavity. B, undercut. 


pletion of the packing operation, the re- 
maining amalgam is treated in the same 
manner as the first. The excess mercury 
is not removed from the entire mass at 
one time, but only from an amount 
which may be used up in about forty-five 
seconds. 


PACKING AND CONDENSING THE AMALGAM 
A condenser is selected which is as 


large as will fit the cavity. The first 
piece of amalgam, which has been 
squeezed in the linen cloth and rubbed 
to plasticity as outlined above, is carried 
to the cavity and pressed into place 
with the condenser. Heavy pressure is 
exerted on the finger rest of the handle 
and, with a rocking motion, the amalgam 
is evenly compressed. During this stage, 
the excess soft amalgam will be forced 


Fig. 4.—Small condenser packing within 
cavity. A, excess mercury-saturated amalgam 
that accumulates on ledge of condenser. 


Fig. 5.—Overpacking cavity. A, excess mer- 
cury-saturated amalgam, which is wiped away 
with wisp of cotton while compression is main- 
tained. 


to the walls of the cavity, where it may 
be eliminated from the field by with- 
drawal of the condenser from the cavity. 
The soft and mercury-saturated amalgam 
accumulates on the ledge of the condenser 
which is specially designed for this pur- 
pose. (Fig. 4.) When this amalgam has 
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condensed, the final piece, which is still 
on the bracket table, is prepared for 
packing in the same manner as the first ; 
that is, it is squeezed to express con- 
siderable excess mercury and plasticized 
by rubbing several times in the same 
cloth. It is then condensed into the 
cavity until the cavity is overfilled. The 
larger faced condenser, which fits over 
the entire cavity, is now employed for 
the final stage of condensation. (Fig. 5.) 
It is placed over the tooth surface and 
the overfilled cavity and, with steady 
pressure and a rocking motion, the mass 
is thoroughly compressed. The main- 
tenance of steady pressure causes the 
excess of soft, mercury-saturated amal- 
gam to “ooze”~from between the tool 
and the tooth surface. If the pressure is 
released at this time, the mercury will 
diffuse rapidly into the filling. To pre- 
vent this, the excess semiliquid material 
is wiped off with a wisp of cotton as it 
accuniulates under this constant compres- 
sive force. (Fig. 5.) 

The packing of the average class 5 
cavity takes from one to two minutes, 
the operation being completed while the 
amalgam is in the early stages of crystal 
growth. In larger cavities, which it may 
take several minutes to pack, the “install- 
ment plan” of condensation should be 
used. This method‘ assures fresh amal- 
gam every three minutes, to the comple- 
tion of the restoration. 

When condensation is complete, carv- 
ing may be instituted immediately. If 
this technic has been followed, the setting 
time will have advanced to a point where 
it is advisable to carve at once rather 
than to wait for several minutes. 


FINISHING THE RESTORATION A WEEK 
LATER 


Finishing under the free margin of 
the gum should be done with gold files. 
Craig’s files No. 11, both right and left, 
are ideal for this purpose. Filing imparts 
a smooth, burnished surface and does not 
injure the gum tissue, while the use of 
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sandpaper disks in this location is very 
severe. Sandpaper is excellent for finish- 
ing the remaining parts of the filling. 


POLISHING 


Polishing creates heat; heat affects 
amalgam.°* Stiff black-bristled brushes 
charged with abrasive paste and con- 
tinuously cooled with water are safer 
than rubber cups. An excellent abrasive 
paste can be made by mixing medium 
grit pumice with glycerin in a plaster 
bowl. Toothpaste is added to whiten and 
flavor the mixture, and the addition of 
a liberal amount of denture powder 
holds the mass together. 

The final polishing that brings out the 
delicate platinumlike color is done with 
tin oxide, zinc oxide or whiting on a soft 
bristle brush thoroughly saturated with 
water. Many of us have believed that 
polishing powders should be used dry, 
but it has been my experience that a 
more lasting polish and a deeper luster 
can be obtained by greatly diluting the 
powder with water. At no time should 
the powder be allowed to become dry. 


TARNISH AND CORROSION 


Experiments in our clinic have shown 
that thoroughly condensed amalgam 
packed into a carefully prepared cavity 
will neither tarnish nor corrode notice- 
ably if the patient pays reasonable atten- 
tion to oral hygiene. 


VALUE OF AMALGAM 

This paper has dealt primarily with 
the class 5 restoration of bicuspids and 
molars. However, the efficacy of amal- 
gam is not confined to these teeth. In 
our clinic, amalgam is used almost ex- 
clusively in anterior teeth because it 
maintains its color and luster indefinitely, 
and therefore it is indicated as a filling 
material anywhere in the mouth. 


SUMMARY 

1. Class 5 cavities should be well ex- 
tended into immune areas and carefully 
undercut for retention form. 
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2. Specially designed condensers are 
used for packing the amalgam to elimi- 
nate the need for a matrix. 

3. A well-made amalgam that is care- 
fully polished will retain its color and 
luster indefinitely if the patient pays 
reasonable attention to oral hygiene. 
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PAGET’S DISEASE OF THE MAXILLAE AND 


MANDIBLE: CLINICAL ANALYSIS AND 


ONE changes in the maxillae and 
mandible are of particular signifi- 
cance to the dental profession. Clin- 

ical and roentgenographic analyses of 
periapical and periodontal bone changes 
are prerequisites for the intelligent clin- 
ical management of the dental patient. 

Because diagnosis of the bone changes in 
the immediate vicinity of the teeth often 

suffices for routine dental therapy, the 

deeper implications of the osseous struc- 
ture of the jaws as components of the 
general skeletal system are often over- 
looked. Similarly, the dentist is prone 
to look upon general skeletal dystrophy 
as a pathologic rarity of academic in- 
terest, having a vague bearing upon the 
maxillae and mandible, but not especially 
pertinent in routine practice. 

It is our opinion that an understand- 
ing of the modifications in bone function 
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CASE REPORTS 


By Irvine Giicxman,* D.M.D. and Henry S. Guiippen,} M.D., Boston, Mass. 


and structure that result from skeletal 
dystrophy offers valuable aid in the 
diagnosis and rational therapy of more 
oral conditions than is generally sus- 
pected. For this reason, an analysis of 
three cases of Paget’s disease in which 
the bones of the jaw were involved is 
presented. The purpose of this paper is 
to demonstrate the nature of the clinical 
and roentgenographic changes seen in 
the maxillae and mandible when these 
bones are involved in Paget’s disease. A 
brief introductory review of Paget’s dis- 
ease and its relation to the jaws is in- 
cluded. Many of the other aspects of 
Paget’s disease can be found in the 
literature. 

Paget’s disease is recognized clinically 
as a chronic bone dystrophy of middle 
age occurring in either of two forms: 
a disseminated, or polyostotic, form, in 
which many bones are involved, either 
simultaneously or progressively, and a 
monostotic, or localized, form, in which 
the clinical changes are limited to one 
bone in the body. Whether the latter 
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form represents an early or undeveloped 
stage of the disseminated condition, or 
whether it may be associated with micro- 
scopic changes in other bones that es- 
cape clinical detection is open to ques- 
tion. Both types are represented in this 
report. 

It was estimated that approximately 
500 cases of disseminated Paget’s dis- 
ease had been reported up to 1933. Other 
clinical surveys reported an incidence 
of seven cases in 285,000? and fifteen in 
237,000.25 Involvement of the maxillae 
and mandible as a clinical phase of the 
disseminated Paget’s syndrome or as the 
site of the monostotic lesion has not been 
commonly observed. This may be due, 
in part at least, to failure to examine 


Fig. 1. (Case 1).—Right maxilla, showing 
regular honeycomb pattern of bone trabeculae 
which has replaced previously existing bone 
structure. Demarcation between peripheral 
and cortical zones is absent. (Hematoxylin 
and eosin; <8.) 


these bones either clinically or at nec- 
ropsy. However, case reports have ap- 
peared in which involvement of the 
maxillae* ® ® or mandible® was part 
of the clinical picture of Paget’s disease. 
A survey’® of the roentgenograms of the 
jaws in 138 cases of generalized Paget’s 
disease revealed involvement of the max- 
illae in twenty cases and the mandible 
in three cases. 

From these figures, it appears that 


generalized Paget’s disease is a rather 
rare condition in which clinical changes 
in the maxillae and mandible are not 
very common. However, in Jaffe’s' re- 
view of Schmorl’s microscopic study™ of 
the skeletal system (not including the 
jaws) of 4,614 patients past 40 years of 
age, several stimulating facts were re- 
vealed, warranting the attention of the 
oral diagnostician. First, on the basis of 
microscopic evidence, Paget’s disease was 
present in 138 of 4,614 cases, an inci- 
dence of 3 per cent. Second, there were 
cases in which microscopic changes were 
the only evidence of Paget’s disease. 
Third, contrary to previously established 
clinical impressions, the spine, including 
the sacrum, and not the skull, tibiae and 
femora, were the bones most frequently 
involved. Fourth, Paget’s disease was 
frequently found in the lumbar verte- 
brae, sacrum or bones of the pelvis, 
separately, or in combination, in the ab- 
sence of gross manifestations in other 
bones. 

Although the microscopic criteria used 
in this study have since been qualified 
somewhat, the fact that microscopic 
bone changes were detected in the ab- 
sence of gross morphologic alterations 


points to the limitations of clinical ob-. 


servations alone in the detection of 
Paget’s disease in any bone in the body. 

In Paget’s disease, the most prominent 
histologic changes in the bones are the 
loss of the normal osseous structure and 
alteration in the trabecular pattern with 
replacement by a newly formed excessive 
honeycomb of bone trabeculae. (Figs. 1, 
2, 3 and 4.) The normal marrow tends 
to be replaced by a markedly vascular 
fibrous connective tissue. (Fig. 5.) Ex- 
ceedingly active bone formation and 
resorption ultimately produces in the 
bone a mosaic pattern characterized by 
multiple curvilinear’? cement lines. 
(Fig. 5.) Porosity of the bone, which is 
thought to be the result of diminution in 
the total mineral content, accompanies 
these changes. 
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Enlargement, elongation and deform- 
ity of the individual bones involved are 
the gross morphologic features associated 
with the histologic changes. The clinical 
picture discussed by Paget’* and subse- 
quently considered pathognomonic of the 
disease results when many bones are dis- 
torted. The composite disseminated 
syndrome usually appears in patients 
past 40 years of age and includes the 
following features: bowing of the lower 
extremities, produced when the softened 
and elongated long bones yield to the 
. body weight; marked diffuse enlarge- 


companies and often precedes the objec- 
tive clinical symptoms. In addition, 
impairment of sight and hearing is 
common. 

When involved either as a part of the 
disseminated syndrome or in the mon- 
ostotic form of the disease, the maxillae 
and mandible are usually markedly en- 
larged. Spaces develop between the 
teeth because of the enlargement. In 
some instances, the entire maxillae or 
mandible is enlarged; while, in others, 
the enlargement is limited to a portion 
of the bone. It is important to recognize 


Fig. 2—Edentulous maxilla, showing normal trabecular pattern and relation of peripheral 
cortical zone to inner cancellous region. (Hematoxylin and eosin; X8.7.) 


ment of the skull; reduction in height 
accompanying accentuated dorsal and 
lumbar curvatures of the spine, and 
widening of the pelvis. The resultant 
picture is strikingly simian in appear- 
ance, with the head bent over the chest, 
the chest bent over a protruding ab- 
domen and the entire trunk bent over 
the lower extremities, with the arms ap- 
pearing unnaturally, long and dangling in 
front. 

Pain in the bones involved usually ac- 


that microscopic changes consistent with 
Paget’s disease may occur in the maxillae 
and mandible without pronounced clin- 
ical enlargement. This fact emphasizes 
the diagnostic value of the x-rays in de- 
termining whether the mandible or the 
maxillae are involved in Paget’s disease. 
It must, however, also be recognized that 
it is possible for microscopic bone 
changes to escape detection by the x-rays. 
Negative x-ray findings do not conclu- 
sively rule out Paget’s disease. The 
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roentgenographic criteria of diagnostic 
value in the recognition of Paget’s dis- 
ease in the mandible and maxillae in- 
clude : 

(a) Alteration in the size and shape 
of the marrow spaces and the trabecular 
patterns. The histologic basis for this 
change can be observed by comparing 
Figures 1 and 2 with Figures 3 and 4. 


Fig. 3 (Case 1).—Intra-oral x-ray film of 
right maxilla. (Figure 1 was taken from this 
area.) Regular pinpoint cancellous spaces are 
separated by a hazy diffuse meshwork of finely 
linear trabeculae. The irregularly escalloped 
peripheral outline is to be noted. 


> 


Fig. 4.—Intra-oral x-ray film of maxilla; 
showing normal roentgenographic appearance 
of edentulous maxilla in region corresponding 
to Figure 3. 


(b) Replacement of the clear-cut 
heterogeneous trabecular pattern of the 
maxillae and comparatively regular ar- 
rangement of the trabeculae of the man- 
dible by a hazy, diffuse meshwork of 
closely knit, fine linear trabecular mark- 
ings; absence of demarcation between 
the cortical and cancellous regions, and 


the presence of scattered circumscribed, 
sharply demarcated areas of bone rare- 
faction or condensation. 
(c) Alteration in peripheral contour. 
(d) Absence of clear cut lamina dura 
in relation to root surfaces. 


Fig. 5 (Case 1).—Mosaic lamellar pattern 
and multiple “curvilinear markings” charac- 
teristic of Paget’s disease. The fibrous connec- 
tive tissue in the marrow spaces is to be noted. 
(Hematoxylin and eosin; 210.) 


Fig. 6 (Case 1).—Pelvis, lower lumbar and 
sacral vertebrae; showing rarefaction and 
sclerosis. The enlargement and deformity of 
the pelvis are to be noted. 


REPORT OF CASES 


Case 1.—History.—J. E. H., a man, aged 
66, admitted to Tewksbury State Hospital 
August 6, 1934, three months previous to ad- 
mission fractured the bones of the left leg 
in several places. The fragments were pulled 
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together and the leg was splinted. The pa- 
tient removed the splint a few weeks later 
because of discomfort. Since then, he had 
been free from pain and able to walk about 
in a normal manner. 

Physical Examination. — The patient 
weighed 125 pounds and was 4 feet 10 
inches tall. The thorax was short and thick 
and showed a markedly increased antero- 
posterior diameter. There was kyphosis of 
the dorsal vertebrae. The lungs were clear 


Fig. 7 (Case 1).—Cranium, showing coarse 
mottling and rarefaction. 


Fig. 8 (Case 1).—Intra-oral x-ray film of 
left mandible, showing hazy, diffuse meshwork 
of finely linear trabeculae and absence of 
clear-cut demarcation between the cancellous 
zone and cortical regions. The thickened in- 
ferior cortical zone, which appears to extend 
beyond the line marking previously existing 
border of mandible, is to be noted. 


and resonant throughout. The heart was 
slightly enlarged to the left, but the sounds 
were of fair quality and intensity. A soft 
blowing systolic murmur was heard at the 


apex and a faint diastolic murmur was heard 
in the pulmonic areas, The blood pressure 
was 172/90. The radial arteries were mark- 
edly sclerosed. The abdomen was negative. 
The extremities showed enlargement of the 
left knee joint with separation of the patella. 

Clinical Diagnosis—The diagnosis was 
mitral regurgitation, arteriosclerosis and 
moderate hypertension. Survey of the prog- 
ress notes shows various minor complaints 
for which the patient was _ successfully 
treated, including a rather diffuse type of 
arthritis. 


Fig. 9.—Intra-oral x-ray film showing nor- 
mal roentgenographic appearance of edentu- 
lous mandible in region corresponding to Fig- 
ure 8. 


Fig. ro (Case 2).—Intra-oral occlusal x-ray 
film of right maxilla, showing hazy, diffuse 
meshwork of finely linear trabeculae and radio- 
lucent area in relation to periostium. The 
marked radiopacity in the center of the film 
is the result of superimposition of the malar 
bone. 


In October 1937, an x-ray examination 
resulted in the diagnosis of Paget’s disease. 
(Fig. 6.) Especially striking changes were 
noted in the skull. (Fig. 7.) 

Outcome.—Until March 3, 1941, the pa- 
tient was ambulatory and did not require 
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much attention. Thereafter, he required 
constant attention and was either kept in bed 
or allowed up in a wheel chair. April 10 
marked the onset of the terminal illness, 
death ensuing April 12. 

Laboratory work done at various times 
showed a blood calcium of 7 mg.; phos- 
phorus, 3.2; phosphatase, 8 Bodansky units. 
The nonprotein nitrogen and blood urea 
nitrogen were within normal limits. 

Abstract of Postmortem Examination.— 
The body was that of a misshapen elderly 
white man exhibiting extreme deformity of 
the legs. There was marked edema and some 
pigmentation about the feet and ankles. The 
abdomen was normal. The chest was barrel- 
shaped and showed marked flaring of the 
ribs, The head was enormously enlarged and 
the hair was thin and gray. Eyes, ears and 
nose were normal. 

The bones of the skeleton could be cut 
with the greatest ease. All bones were mark- 


11.—Intra-oral occlusal x-ray film, 


Fig. 
showing normal appearance of region cor- 
responding to Figure 10. 


edly thickened and presented a wide band 
of cancellous bone between the thinned out 
tables, The skull cavity was very shallow 
and the brain was compressed, flattened and 
curiously oval-shaped. In addition to the 
bones of the skull, the vertebrae, sternum and 
extremities showed marked enlargement and 
in all instances could be cut readily with a 
knife. Microscopic diagnosis was osteitis de- 
formans (Paget’s disease, Figs. 1, 5), coro- 
nary sclerosis, acute myocardial infarction, 
fibrinous pericarditis, terminal bronchopneu- 
monia, arteriosclerosis and passive congestion 
of the liver, spleen and kidneys. 

Oral examination (April 15) showed that 
the mandible and maxillae were edentulous. 
There was generalized enlargement of the 
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mandible with marked anterior mandibular 
protrusion. The maxillae were slightly en- 
larged in the region of the tuberosities. The 
buccal and gingival mucosae were normal, 

X-ray examination of the right maxillae 
(Fig. 3) revealed regular pinpoint cancellous 
spaces separated by a hazy, diffuse mesh- 
work of finely linear trabeculae. There was 
an irregularly escalloped peripheral outline. 
The left mandible (Fig. 8) showed a hazy, 
diffuse meshwork of finely linear trabeculae 
and absence of clear-cut demarcation be- 
tween the cancellous zone and the cortical 
regions. In addition, a thickened cortical 
zone along the inferior margin appeared to 
extend beyond a thin line which marked the 
previously existing mandibular border. 

Case 2.—History.—L. R., a man, aged 47, 
admitted to Tufts College Dental School 
April 24, 1940, had had the upper right pos- 
terior teeth removed eight to nine years be- 
fore. At an indefinite time after removal of 
the teeth, gradual enlargement of the upper 
right maxilla was noted, The patient associ- 
ated the growth with the extraction because 
of the extensive operative procedures re- 
quired to remove the teeth. The patient 
complained of impairment of hearing in the 
right ear of four years’ duration. 

Examination—The mouth was edentu- 
lous, with a painless, bulbous, irregularly 
shaped enlargement extending from the pos- 
terior border of the right maxilia to the mid- 
line of the jaw. The lesion extended buc- 
cally, palatally and downward and was not 
sharply demarcated from the surrounding 
regions, There was no lymph node involve- 
ment. 

The x-ray examination of the right max- 
illa (Figs. 10 and 11) showed that the trabe- 
cular pattern of the bone differed markedly 
from the usual and presented a hazy, diffuse 
meshwork of finely linear trabeculae. 

Operation.*—An exostosis of the right 
maxilla was removed after the deflection of 
mucoperiosteum. The exostosed bone process 
could be removed with a chisel and slight 
hand pressure. The bone was cancellous and 
very vascular, 

Diagnosis —Paget’s disease was the tenta- 
tive diagnosis, The microscopic diagnosis 
was bone dystrophy consistent with Paget’s 
disease. 

*By Richard H. Norton, professor of oral 
surgery, Tufts Dental School. 
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Case 3.—History.—M. S., a woman, aged 
62, admitted to Tufts College Dental School 
February 4, 1942, six years before had sought 
medical advice because of pains in the leg 
and back. A diagnosis of Paget’s disease was 
made at that time. The general appearance 
upon admission was typical of disseminated 
Paget’s disease. 

Oral Examination—There was no altera- 
tion in the size or contour of the mandible 
or maxillae. The caries incidence was high, 
the oral hygiene good. There was general- 
ized gingival recession exposing approxi- 
mately one-third of the root surfaces. There 
was slight marginal gingivitis with no marked 
gingival ulceration. The teeth were firm. 
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vidual root surfaces blended imperceptibly 
with the bone of the surrounding area (Fig. 
12). 

It is of particular interest that, despite the 
marked change revealed roentgenograph- 
ically in the bone of the maxillae in this 
case, clinical examination revealed no un- 
usual alterations in size or shape. 


SUMMARY 


In three cases of Paget’s disease, one 
was first recognized through dental 
channels. 

In Case 1, which was typical of the 
disseminated type, many bones, includ- 


Fig. 12 (Case 3).—Intra-oral x-ray film of maxilla, showing hazy, diffuse meshwork of closely 
knit trabecular markings and absence of laminae durae. The trabeculae immediately adjacent 
to the individual root surfaces blend with the bone of the surrounding area. 


X-ray examination revealed the following 
significant facts regarding the bone: 

a. The trabecular pattern of the bone of 
the maxillae differed markedly from that 
usually seen in patients of a similar age 
group. 

b. The trabecular pattern of the bone in 
the mandible was not unusually altered, 

c. The maxillae were characterized by a 
hazy, diffuse meshwork of closely knit fine 
linear trabecular markings. The sharply de- 
marcated laminae durae, in relation to the 
root surfaces, were not present. The bone 
trabeculae immediately adjacent to the indi- 


ing the maxillae and mandible, pre- 
sented alterations which were grossly 
visible. Case 2 might be considered the 
monostotic type since only the right 
maxillary tuberosity was clinically altered. 
From the available data, it was not pos- 
sible to rule out Paget’s changes in other 
bones in this case. 

The roentgenographic and histologic 
changes in both the maxillae and the 
mandible in Case 1 and in the right 
maxilla in Case 2 were consistent with 
Paget’s disease. 
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Case 3 presented the typical picture 
of disseminated Paget’s disease. Neither 
the maxillae nor the mandible showed 
any gross morphologic change sugges- 
tive of pathologic involvement. Intra- 
oral x-ray examination, however, re- 
vealed marked alterations in the bone of 
the maxillae which were consistent with 
Paget’s disease. 

The following facts pertaining to the 
jaws can be noted regarding Paget’s dis- 
ease : 

The only clinically visible change in 
Paget’s disease may occur in a localized 
area in the jaw. 

Although the jaws may be enlarged in 
Paget’s disease, it is possible for these 
bones to be involved without presenting 
any Clinically detectable morphologic 
alterations. 

A history of impaired hearing asso- 
ciated with a slowly developing deform- 
ity of the maxillae warrants consideration 
of Paget’s disease as a possible diagnosis. 

The x-rays may reveal marked altera- 
tion in the size, shape and distribution 
of the bone trabeculae of the jaws in the 
absence of clinically detectable altera- 
tions. X-ray examination of the jaws 
should not be limited to the detection of 
pathosis of dental origin, but should in- 
‘clude a study of trabecular patterns. 

Whenever possible, bone biopsies 
should be made to investigate marked 
alterations in trabecular patterns re- 
vealed roentgenographically. 


This study emphasizes the necessity 
for focusing attention upon the broader 
aspects of constitutional disease and its 
relation to the oral cavity both in the 
practice of dentistry and in the fields of 
dental education and research. 
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ETIOLOGY AND CLASSIFICATION OF PARO- 
DONTOSIS (PYORRHEA ALVEOLARIS) 


By Rowe Smrru, D.D.S., Texarkana, Ark. 


SHALL approach the question of 

etiology and classification of paro- 

dontosis, or pyorrhea alveolaris, as a 
private practitioner especially interested 
in a better understanding of all the 
fundamental etiologic factors involved, 
and in a classification of the various 
types which will, as nearly as possible, 
give a definite picture of the disease, 
based on the etiology, pathogenesis and 
clinical picture. ~ 

Much of my parodontal experience has 
been with a dental group working in 
sympathetic cooperation with a medical 
group. 

It seems to me that the most urgent 
parodontal problem is etiology, the con- 
sideration of classification, terminology 
or nomenclature being of secondary im- 
portance. However, we should eliminate 
as far as possible the existing confusion 
as to nomenclature. Almost every author 
has a different name for the same paro- 
dontal or gingival condition. Few seem 
to understand another’s terminology, and 
often the same condition is called two or 
more different names in the same article. 
It is my opinion that the lack of knowl- 
edge as to etiology is chiefly responsible 
for the confusion as to terminology. The 
term “pyorrhea” or “periodontal disease” 
is commonly given to all types of diseases 
which affect the gingivae and dental 
supporting tissues. 

The Becks-Orban amended classifica- 


Read before the Section on Histology, 
Physiology, Pathology, Bacteriology and 
Chemistry (Research) at the Eighty-Third 
Annual Meeting of the American Dental 
Association, Houston, Texas, October 30, 
1941. 
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tion for the American Academy of Perio- 
dontology appears to me to be very good, 
and it can be changed when more definite 
knowledge on etiology is obtained. It can 
be easily understood that either term, 
parodontosis or parodontitis, signifies an 
involvement of the alveolar bone and 
periodontal membrane, as well as the 
gingivae. 

I agree that there seem to be at least 
two different types of disease which 
destroys the alveolar bone. However, I 
believe that all cases of parodontosis be- 
come inflammatory, and therefore be- 
come a combination of parodontosis and 
parodontitis. 

When we say “parodontal disease,” we 
should understand that it is a general 
term, meaning any type of disease which 
attacks the gingivae alone or the gingivae 
and the supporting tissues of the teeth. 

In the past, according to my experi- 
ence, too much importance has been 
placed on local factors alone. In a large 
percentage of cases, it was impossible to 
find any perceptible local causative fac- 
tors, such as evidence of lack of oral 
hygiene, calculus formation on the root 
surfaces of the teeth, an abnormal posi- 
tion of the teeth and irritating dental 
prostheses. Often, when these local fac- 
tors did exist and were corrected, the tis- 
sues involved showed little tendency to 
repair, and it was difficult to maintain 
any repair that did take place. Frequent- 
ly, the disease continued, spreading to 
other areas, and, in some cases, removal 
of all teeth failed to stop bone resorption. 

Many types of parodontal disease 
respond to local treatment, yet a large 
percentage make little or no response to 
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application of the same local treatment. 
As a result of being completely baffled as 
regards local factors and their elimina- 
tion, I became interested in the pos- 
sible systemic aspect of parodontal dis- 
ease, especially in the type termed 
“parodontosis,” formerly termed by 
Gottlieb “diffuse atrophy,” with special 
attention to the younger patients. In co- 
operation with a medical group, I began 
an investigation of the systemic back- 
ground of these cases. 

My experience’ and the experience of 
others indicate that thyroid c turbance 
is one of the common systemic factors in 
parodontosis. In the cases coming under 
my observation, it appears that hyper- 
thyroidism and ‘hypothyroidism show 
nearly the same parodontal end-result, 
and I find hypothyroidism the most com- 
mon systemic complication. Of eighty- 
three cases examined, basal metabolic 
readings revealed that forty-eight had 
hypothyroid function and three hyper- 
thyroid function. 

I have further observed parodontosis 
associated with thyroid disturbance much 
more frequently in young women than in 
young men. Many of the young woman 
patients complain of irregularity of 
menstruation and the impossibility of 
pregnancy, and laboratory findings 
showed a large percentage to be suffer- 
ing from secondary anemia, of the 
hypochromic, microcytic type. 

Cases of parodontosis associated’ with 
thyroid disturbances should be consid- 
ered a distinct type and classified as such. 
In reviewing the literature on the sys- 
temic aspect of parodontal disease, I do 
not find one author who does not con- 
sider thyroid disturbances in relation to 
parodontosis; but definite proof that 
thyroid dysfunction produces parodon- 
tosis would not solve the problem com- 
pletely, because some types of parodon- 
tosis are apparently a reflection of other 


1. SmitH, Rowe: Systemic Aspect of 
Periodontal Disease. D. Digest, 46:378, 
November 1940. 


systemic disorders, nutritional deficien- 
cies or disease processes elsewhere in the 
body ; for example, diabetes, scurvy and 
tuberculosis. However, it would be an 
outstanding contribution to the solution. 
At least, there seems to be enough evi- 
dence to warrant sufficient investigation 
to prove or disprove the relationship. 
The greatest hindrance to control of 
parodontosis is that all parodontal dis- 


ease has been too long, and still is, con-' 


sidered a local condition, requiring only 
local treatme: t. The possibility of a sys- 
temic etiologic complication has been 
overlooked or ignored by the majority of 
dentists, including many periodontists. 
Here, I should like to urge members of 
the dental profession to begin a large 
scale investigation, in cooperation with 
the medical profession, of the systemic 
aspect of so-called pyorrhea alveolaris, 
including the “dry” type. It should prove 
helpful to include in the investigation 
persons giving no clinical or roentgeno- 
graphic evidence of dental or oral dis- 
ease, that a comparison or contrast might 
be drawn. To date we have studied 
twenty-eight such cases, and only one 
of these cases showed a thyroid dis- 
turbance. 

We have reached a stage where the 
technic of local treatment has been al- 
most perfected. The histologic and 
roentgenographic aspects ex- 
hausted. The picture is seemingly well 
understood. We have much roentgeno- 
graphic and histologic evidence of the 
effect of parodontosis, but little definite 
knowledge of the etiologic aspect. As a 
result, dental treatment is often directed 
toward elimination of symptoms rather 
than elimination of etiologic factors. 

It is not my purpose to advocate dis- 
carding local treatment. So far, few re- 
liable data have been presented to show 
that parodontal lesions can be made to 


heal by application of systemic treatment | 


alone, as has been the case in treating 
lesions caused by vitamin deficiency 
when secondary infection has not oc- 
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curred. From a practical standpoint, 
treatment of parodontosis should be a 
combination of medical treatment and 
dental treatment. Adequate dental treat- 
ment, for most cases, must include paro- 
dontal, surgical care, exodontia and 
restorative measures. 

The therapy of pyorrhea alveolaris, or 
parodontosis, is still in the “shotgun” 
stage, comparable in status to the ther- 
apy of pernicious anemia prior to the 
discovery of the specific effect of liver. 

Physicians have enlisted and still do 
enlist the aid of dentists in the search for 
focal infection for relief of systemic con- 


ditions, caused or made worse by possible 
dental infection, such as rheumatism. It 
is my opinion that dentists must now en- 
list the aid of physicians in the search 
for etiologic factors associated with paro- 
dontal disease. 

Just as surely as there are definite 
causes for all life ending in death, and 
for night following day, there must be 
definite causes of the various types of 
parodontal disease which attack and 
destroy the supporting tissues of the 
teeth. If we are to maintain our position 
in dental science, we must solve this ur- 
gent problem. 


A PROCEDURE FOR MAKING A LOWER PARTIAL 
DENTURE WITH A SPRING STRESSBREAKER 


By R. Jonegs, D.D.S., Portland, Ore. 


HIS paper is to be in the nature of 
a sequel to an article appearing in 
the March 1941 JourNav. It is to 
be a step-by-step discussion of the con- 
struction of a lower partial denture that 
will meet the requirements listed in that 
article; namely, that it should (1) be 
esthetically satisfactory; (2) be sturdy; 
(3) be easy to keep clean; (4) have cor- 
rect occlusal relationship; (5) use the 
maximum saddle bearing area ; (6) avoid 
prolonged pressure on soft tissues; (7) 
assist saddles to return to tissue-rest po- 
sition; (8) deliver the maximum chew- 
ing load to abutments; (9g) avoid strain 
on abutments; (10) assist abutments to 
support each other, and (11) be main- 
tained firmly in position. 
Since study models are desirable in all 
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partial denture work, we start with such 
models. They should be made from well- 
extended impressions. The lower model 
is then oriented to a clasp surveyor so 
that the height of convexity of the abut- 
ments will be indicated in its correct rela- 
tionship to the desired line of insertion 
of the denture. (Fig 1.) Later on, the 
clasps, when waxed up, are made to con- 
form to the height of convexity. 

Before individual impressions are taken 
of the abutment teeth, any desirable 
anatomic changes are made. Then the 
individual impressions are taken in sec- 
tions with impression compound. (Fig. 
2.) A special tray, made to include the 
occlusal, the lingual and one proximal 
surface, has a parting plate extending 
occlusally from the buccoclusal angle of 
the tray, which acts as a handle and as 
a guide for reassembling the sections, 
since the buccal section of compound 
is molded against it. From these impres- 
sions, investment models are made ; and 
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on these models, the clasps are waxed up. 
In order to provide material for future 
interproximal lugs, the sprues are in- 
serted in the proximal parts of the wax 
patterns, and they are enlarged to pro- 
vide extra bulk from which the lugs can 
be cut at the time the first supplied teeth 
are set on the saddles. If preferred, the 
investment models can be made from 
colloid impressions. 

As regards the fit of clasp attachments, 
when provision for movement between 
the saddles and the abutments is to be 
made by a stressbreaker, the clasps should 
be made to grip the teeth rigidly and 
firmly and yet cover as little of the 
enamel surface as is practical. (Fig. 3.) 
It is frequently possible to so design a 


Fig. 1.—Inexpensive and efficient clasp sur- 
veyor made from parts obtained from hard- 
ware store. 


clasp that its greatest bulk is occlusally 
from the height of convexity. It will 
then be supported by more than an oc- 
clusal rest. Fingers can be extended be- 
neath the height of convexity for reten- 
tion, and there is then a firmly gripping 
clasp without undue coverage of the 
enamel in areas of susceptibility. 

To return to the study models: The 
saddle and lingual bar areas are roughly 
outlined. Then, from impression com- 
pound, saddles with occlusion rims are 
formed on these models so as to stand a 
little above the occlusal plane. The 
retromolar pads are used as guides to 


establish the height of the occlusal plane 
at the heels. They are not commonly 
used as such guides, but I have found 
them a great help. These pear-shaped 
pads appear, as you no doubt have noted, 
just back of the mandibular second 
molars and on the same occlusal level. 
The use of the level at which these pads 
blend into the posterior tissues will prove 
a simple and accurate means of deter- 
mining the height of the heels of the bite 
planes, that is the level about five- 
sixteenths inch back on the pads. 

After the saddles and their occlusion 
rims are formed, a temporary lingual bar 
of iron or brass is shaped to the lingual 
bar area, lying high above the frenum. 


Fig. 2.—Special trays made with parting 
plate. a, empty formed tray. b, one-half of 
impression in position. 


It is extended well into the saddle areas, 
with a loop or crook at each end to 
anchor it firmly in the compound. This 
bar is heated, one end at a time, and 
inserted in the saddles, tying them to- 
gether. (Fig. 4.) 

The temporary lingual bar denture be- 
ing complete, the next step is its adjust- 
ment in the mouth in correct occlusal 
relationship to the antagonizing teeth. 
The occlusal surface of the occlusion 
rims is warmed and the patient is asked 
to close, heating and trimming being 
continued until there is no compression 
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or displacement of tissues from occlusal 
pressure. 

To fit the saddle areas, we first knife- 
trim all muscle borders until border tis- 
sue movements are entirely free. Next, 
to secure adaptation under functioning 
conditions, a green tracing stick is used 
in the ridge areas, one side at a time, 
and the patient is asked to close for 
functional adaptation, with the com- 
pound flowing toward the crest of the 
ridge. Then the green tracing stick is 
used on the border areas, one border of 
one side at a time, and, at each step, 
muscle trimming is accomplished by ex- 
treme movements of the involved parts. 

For an impression of the lingual bar 
area under functional conditions, low 


Fig. 3.—Clasps receiving support from buc- 
cal and lingual contours. 


fusing compound is traced around the 
temporary lingual bar and is adapted by 
the tongue in its extreme movements and 
is molded to the lingual surfaces of the 
incisors. 

At this stage, the firm-gripping clasps, 
which were previously waxed up as out- 
* lined on the study models, and were cast 
to the investment models, are’ adjusted. 
In order that the temporary denture of 
compound and these clasps may be seated 
without the clasps disturbing the posi- 
tion of the saddles on the tissues, the 
compound of the occlusion rims adjacent 
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to the abutments is softened. Then the 
saddles are moved or worked about in 
position until they are free from contact 
with the clasps. This is accomplished one 
side at a time. 

Lastly, a narrow strip of black carding 
wax, about three-sixteenths inch wide, is 
sealed on the occlusal surface of each 
occlusion rim, extending from the first 
bicuspid to the center of the second 
molar area. The wax is softened, centric 
registration is made and the wax is 
trimmed so that there is no overhang. 

The temporary denture is now com- 
pletely fitted and becomes the primary 
part of the final impression. The second 
part is an over-all impression. For this, 
a tray with the labial flange removed is 
used. It should be large enough to pro- 
vide at least three-sixteenths inch of free 
space on all sides, for it is important that 
the compound at no point shall be less 
than three-sixteenths inch thick. This 
over-all impression extends over the oc- 
clusion rims, the clasps and the teeth, but 
leaves the labial surfaces of the teeth and 
the buccal arms of the clasps exposed. 
A labial face-piece completes the impres- 
sion, which is then removed in sections. 
To facilitate its removal, after the labial 
face-piece has been removed and the 
buccal arms are exposed, an instrument 
can be used to lift off the clasps by hook- 
ing under the exposed arms. This will 
permit the removal of the clasps in the 
impression without distortion. The card- 
ing wax imprints are not distorted by the 
warmth of the over-all impression, the 
wax retaining the imprints without muti- 
lation. 

We have now attained one of our main 
objectives. We have an impression of the 
saddle areas under functioning condi- 
tions, but with the relationship to the 
abutments and likewise to the clasps 
established in tissue-rest position. 

Any one believing that the tissues were 
compressed when the over-all impression 
was taken should recall that during the 
hardening of three-sixteenths inch of 
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compound, the tissues will have time to 
regain their normal contour or to assume 
rest position. Tissues are compressed by 
compound only when a thin layer is 
supported by a harder foundation. Com- 
pression might result if less than three- 
sixteenths inch of compound were used 
between the over-all impression tray and 
the primary impression. 

Because the impressions of the occlusal 
portions of the clasps were not distorted 
in removal, the clasps are seated accu- 
rately in the impression ; or, if they have 
been removed, they can be reseated ac- 
curately. The labial face-piece, which 
included the labial or buccal arms of the 
clasps, is an added check on the clasp 
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mounting the lower cast in centric rela- 
tion to the upper cast. After the casts or 
models are accurately mounted on the 
articulator, all of the compound of the 
saddles and the occlusion rims is re- 
moved and the clasps are carefully 
loosened from the stone cast. Where the 
gingival compound was cut away, there 
are definite shoulders of stone, which are 
preserved as an aid in reseating the clasps 
accurately. 

The next step is to make the gold 
stressbreaker framework. A lingual bar 
of round wire of 11-gage (hylastic or 
similar wire) is adapted in the muscle- 
trimmed lingual area and extended well 
into the saddle areas. If the tissues lin- 


Fig. 4.—Temporary lingual bar denture forming primary part of final impression. 


relationship and also accurately shows 
the labial form of the teeth. The com- 
pound around the gingival portions of 
the clasps is cut away so as to expose the 
Clasps; the impression is boxed and 
poured in stone, and the stone is pre- 
vented from overheating by dipping in 
: cold water. When the stone is set, the 
impression tray is snapped off while cold 
and the over-all impression compound is 
: carefully heated and removed before it 
: becomes very soft. That leaves the oc- 
. clusion rims and their black wax record 
7 on the lower cast or model as a guide in 


gually from the incisors slope backward, 
two thicknesses of adhesive tape is used 
to hold the bar away from the cast. If 
the lingual tissue is perpendicular, one 
thickness is used. Where there is a con- 
cavity on the lingual aspect, the bar is 
set so that it will just clear the tissue in 
going to place. 

Parallel to this lingual bar and lying 
just incisally from it, another lingual bar 
of 11 gage is adapted closely. (Fig. 5.) 
The bar is turned abruptly upward at 
points opposite the distal contact points 
of the abutment teeth. These upturned 
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portions are kept parallel to the line of 
movement of the anterior ends of the 
saddles as controlled by the stressbreaking 
lower bar. They abut these anterior 
saddle ends, but must not obstruct their 
movements toward the tissue, and they 
must not open any space in which tissues 
might be pinched. The upper bar is then 
soldered to the clasps just lingually from 
distal or body portions, forming substan- 
tial tangs or standards. 

Finally, the two bars are joined by a 
weld or solder at a point midway between 
the abutments, or the weld may be shifted 
toward the more stable abutment. The 
weaker one can thus be relieved of some 
of its share of the load, just as the load on 


ends of the lower bar, these ends are at- 
tached to tinfoil saddles with hard sticky 
wax. 

The residual sprues are then fashioned 
into interproximal lugs to fit loosely into 
slots cut in the marginal ridges of the 
first supplied teeth. The object here is 
to bridge the joints and prevent food 
from packing between the clasps and 
the movable teeth. When the first sup- 
plied teeth are properly adjusted, the 
others are set in place and waxed in. 
All of the supplied teeth are set with a 
plus occlusion ; that is, with the articula- 
tor slightly opened, to allow for tissue 
compression as well as for some occlusal 
adjustment and milling. Since the rela- 


Fig. 5.—Partial denture using cast clasps, with tangs formed from upper bar. 


a crossbar can be shifted by shifting the 
weight to vary the leverage. 

Sometimes, there is not room for an 
adequate stressbreaker because the dis- 
tance between the abutments is toc 
slight. It is then necessary to carry the 
lower or stressbreaker bar along the 
lower borders of the saddles and enter 
them farther back. The desirable spring 
span is 15 mm. It should not be less 
than 10 or 12 mm., nor more than 18 
or 20. 

The framework is now assembled and 
we are ready to attach saddles to it. 
With care to avoid tension on the free 


tionship between saddles and attach- 
ments has been established at tissue-rest 
position, it is important that the occlusion 
be high enough so that, when the saddles 
compress the tissues, there will be efficient 
contact against the antagonizing teeth. 
After processing, all overhanging den- 
ture base material must be removed from 
around the upper bar, so that the springs 
may function unhampered as the saddles 
move. 

When one has come to feel a mastery 
of the procedure, he may add workman- 
ship and finish to the case by waxing up 
and casting in one section the clasp, the 
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tang, the interproximal lug and also a 
spur. (Fig. 6.) The spur extends down- 
ward from the tang or standard at the 
point where the latter is to be attached to 
the upper bar. It laps or lies over the 
lower bar, but is not attached to it. It 
is merely to reinforce the appliance 
against distortion in cleaning, and, of 
course, must not hamper stressbreaker 
action. The sprue, as before, is attached 
to the wax pattern so as to form the 
interproximal lug later. A more com- 
plicated casting results from combining 
these features and makes the taking of 
the primary part of the impression some- 
what more involved, but a little ingenuity 
readily surmounts the difficulty and the 
finished result warrants the effort. 


Fig. 6.—Attachment, tang, interproximal 
lug and spur cast in one piece: A, encircling 
clasp for partial crown including lingual 
cusp; B, tube attachment with buccal arm or 
finger for partial crown, not including lingual 
cusp. 


An abutment can be transferred to 
the model by the above-mentioned im- 
pression procedure with accuracy, and 
the attachments can be completed on 
the cast, or model. The attachment, of 
whatever type, should grip the tooth 
firmly and rigidly. It is the spring of the 
lower bar that should be depended on to 
relieve the abutments of undesirable stress 
and to raise the saddles off the tissues as 
soon as the occlusal force is removed. 

For the making of partial crowns en- 
circling the buccal cusp of a lower bi- 


cuspid, only the direct method, which 
can be revamped to one’s own technic, if 
the indirect or the indirect-direct pro- 
cedure is preferred, will be presented. 
The abutment tooth is prepared by the 
use of jo-dandy disks, small tapered burs 
and stones, Tinker burs and Moore’s 
garnet paper disks. The mesial and 
distal surfaces are so dressed as to con- 
verge slightly, in line with the line of the 
restoration, and a finishing line is estab- 
lished in the gingival crevice. The buccal 
cut is so made as to have the necessary 
bulk of gold without extending higher 
than necessary toward the occlusal sur- 
face and is extended well beneath the 
free margin. This cut is approximately 


Fig. 7.—Bicuspid anatomic forms showing 
long axes of crowns at angle to axes of roots. 


parallel to the axis of the root, rather 
than to that of the crown. (Figs. 7 and 
8.) We are here taking advantage of 
the anatomic peculiarity of a lower bi- 
cuspid in which the long axis of the 
crown is at an angle to the axis of the 
root. The lingual cut is made to converge 
slightly toward the buccal cut. The mini- 
mum shoulder consistent with adequate 
bulk of gold is used. Only enough sub- 
stance is cut from the occlusal aspect of 
the lingual cusp to give sufficient bulk of 
wax for handling, but the sulcus is deep- 
ened to give strength to the proximal 
gold. If the lingual cusp is not to be 
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encircled, a narrow mesioclusodistal step 
is made with correct drawing relation- 
ship to the buccal cut. (Fig. 9.) 

The wax pattern is made with an 
oiled loosely fitted copper tube or band 
carefully festooned to the gingival out- 
line. The band is filled with inlay wax 
and pressed over the tooth. (Fig. 10.) 
When cool, the surpius wax is trimmed 
away, the band removed and the wax 
contoured. Still working on the tooth 
and with the line of insertion of the 
denture in mind, a recess for the clasp is 
roughly forme! in the wax. A strip of 
28-gage, 22-carat plate gold in the form 
of a staple is inserted, with one prorig 


Below: Buccal view. 


in the mesial part and one in the distal 
part of the pattern, to aid in its removal 
and to reinforce the wax. 

After casting in hard gold, the recess 
is shaped and polished and the casting 
is fitted to the tooth. The staple is 
especially useful in withdrawing the cast- 
ing from the tooth during fitting. An- 
other help in fitting is to oxidize the gold 


_ so that spots of binding will show. 


When satisfactorily adjusted to the 
tooth, the partial crown is transferred 
to a model of the mouth by-means of the 


Fig. 8.—Partial crown encircling tooth, but not covering buccal cusp. Above: Lingual view. 


impression procedure previously de- 
scribed. This is easier when an abutment 
restoration is to be transferred to the cast 
than when a clasp or other complicated 
attachment is to be transferred. After the 
transfer is made, a sectional compound 
impression is taken of the abutment on 
the model. It is poured in investing ma- 
terial and the clasp or attachment is 
waxed into the recess on the investment 
model and is cast. 

If a tube attachment is to be used, a 
more boxlike preparation is made on the 
attachment side of the abutment tooth. 
When the wax pattern is formed, a 
graphite rod from a lead pencil is 


warmed and inserted in the wax where 
the tube is to be and is paralleled with 
the predetermined line of insertion of 
the denture. Before investing, a small 
ball of wax is added on the buccal side 
of the wax pattern, to form a stud or in- 
strument rest for seating the buccal por- 
tion of the restoration. 

After the prosthesis has been cast, the 
graphite is reamed out, the hole is 
tapered and a slot is cut through to the 
proximal surface with a jo-dandy disk. 
The surfaces of gold are smoothed and 
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oiled: Wax is forced into the recess and 
attached to additional wax, which is 
shaped into a buccal arm, with as much 
tang or standard as is desired. The sprue 
is attached to form the interproximal 
lug. Then the attachment pattern is 
invested and cast. 

Having the abutment prosthesis 
mounted on a cast or model makes it 
easier to wax the tube attachment jointly 
with a buccal arm, the interproximal lug, 
the tang and the spur, so that they can 
be cast as a unit. The upper bar is then 
made to connect the tangs and the tangs 
make neat anterior borders for the sad- 
dles. 

To again analyze the action of the 
double bar, spring stressbreaker partial 


Fig. 9.—Partial crown not encircling lingual 
cusp. 


denture (Fig. 11): When occlusal force 
is applied on the saddle from any direc- 
tion, the saddle moves toward the tissue, 
guided by the lower bar. This movement 
is in an arc, the center of which lies in 
the bars anterior to the abutment. Con- 
sequently, the more favorable saddle 
area, that is the area at the heel, re- 
ceives the bulk of the load, although all 
of the tissue beneath the saddle assists 
in supporting the load and receives stimu- 
lation. In addition, a stimulating re- 
bound to the saddles and a tendency to 
return to tissue-rest position have been 
incorporated. This will have a very 
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salutary effect upon the supporting 
tissues. 

The abutments receive the stress from 
an area anterior to their long axes and, 
therefore, tend to tip slightly forward 
rather than backward. They are equal 
to all of the work that they will be 
called upon to do as abutments, as the 
stress has been diminished by the spring 
and the load is received almost entirely 
along their long axes ; they are buttressed 
by teeth anterior to them, and they also 


Fig. 10.—Wax impression ready for removal 
of band and with gold staple in position. 


BARS MOVE IN DIMINISHED AMOUNTS AS 4+ 4 0 


Fig. 11.—Stressbreaker action analyzed. 


support each other by virtue of the splint- 
like upper bar. This leaves only exces- 
sive occlusal stress and malocclusion to 
be guarded against. 

If these devices are correctly made, the 
operator will not only be surprised, but 
will also be gratified to see how little re- 
sorption takes place beneath saddles, 
and the patient will have a lower partial 
denture that meets the specifications out- 
lined at the beginning of the discussion. 


i 
| 
a | 
| 
; 
wil NORMAL OCCLUSAL FORCE APPLIED 
TMENT MOVES aT POINT OR NORMAL ANGLE 
PART OF j 
FORCE CARRIED __ 
TO OTHER Ss? SADDLE MOVES TISSUE WARD 7 4 
ABUTMENT LA PRING ROOT MOVES DOWNWARD AND BACKWARG 


USE OF SULFONAMIDES IN ORAL SURGERY 


By F. B. Mooreneap, M.S., M.D., Chicago, Ili. 


HE sulfonamides have seemed al- 
most to demand widespread at- 
tention and they certainly have 
received it. Their true character is not 
definitely known, neither have we ac- 
quired sufficient clinical evidence to ac- 
cept them for unlimited standard use. 
There can be little doubt that, as time 
goes on, the evidence accumulated will 
be a guide to safe sulfonamide thera- 
peutics. As with many other agents, 
because of the wide publicity, the pub- 
lic has assumed that the sulfonamides 
are a panacea and that they may be 
prescribed without a physician’s: advice 
or consent. Urologists state that men 
with gonorrhea buy sulfathiazole tablets 
at the drug store and treat themselves. 
Without in any way restricting the rights 
of the druggist, it would seem that none 
of these agents should be sold without a 
doctor’s prescription. Several months 
ago, we requested forty-five clinics and 
individuals to state their experience with 
the sulfonamides. We received twenty- 
six replies, which have been analyzed by 
Eli Olech, who found, after careful 
study, that the answers received can be 
catalogued as follows : 
1. Insufficient experience, 3. 
2. Healing improved with the use of 
sulfanilamide and sulfathiazole, 15. 
3. No change in postoperative re- 
sults, 2. 
4. Interference with healing in local 
application, 2. 
5. Improved healing with the use of 
sulfanilamide, sulfathiazole sulfa- 
diazine combined, 16. 


From the Department of Oral and Plastic 
Surgery, College of , Dentistry, University of 
Tilinois. 
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6. Signal benefits from oral adminis- 
tration, 12. 

It is interesting to note the following 
comments taken from the replies re- 
ceived : 

We did not have a great deal of success 
from a practical standpoint. 

Internally, we have found these drugs 
very satisfactory for both preoperative and 
postoperative administration. They have 
proved more useful than when used locally. 

I have found that sulfathiazole is far 
superior to sulfanilamide. The original idea 
of the cone or tablet in the socket was, to 
my mind, wrong. Actually, I think it hin- 
dered recovery. 

I have found that local application of 
sulfathiazole in the wounds following the 
removal of submerged teeth not only hastens 
recovery, but also reduces the amount of 
postoperative discomfort. 

I was one of the first to try sulfanilamide, 
and I must admit that I was thoroughly 
disappointed in the results. I am, however, 
enthusiastic about the results obtained with 
sulfathiazole. 

We used sulfathiazole internally in all in- 
fection cases. My results have been more 
satisfactory with this drug than with sul- 
fanilamide for internal use. 

A year ago, we used sulfanilamide cones 
in the sockets of 250 cases at the clinic. 
Patients returned every day for six days. 
There seemed to be a tendency toward 
oozing and, in some cases, more postoper- 
ative pain than expected. Its use was dis- 
continued. 

For two years, we have been using sulfa- 
thiazole internally for cases of acute infec- 
tion, alveolar abscess, pericoronal infection 
and fracture. We are much more enthusi- 
astic than we were about the use of sulfa- 
nilamide in sockets. 

It seems to me that the field of oral sur- 
gery is one of the most important for the 
use of sulfonamides, both locally and gener- 
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ally. I use them in all face injuries, frac- 
tures, infections, actinomycosis and _ the 
wounds of many operations. I do not think 
that the use of them takes the place of 
cleanliness and careful surgical operation or 
that it will prevent all infection or cause all 
areas of pus to be absorbed. It has not 
changed the results of surgical operations to 
the extent indicated in popular reports. 

In cases of impaction, it did not reduce 
dry socket incidence, but it did hasten heal- 
ing time. 

We routinely place the powder or tablets 
in all sockets immediately after extracting a 
tooth. We feel that the healing has been 
definitely accelerated by this procedure. 

We are quite enthusiastic about them, 
when used locally and orally or when admin- 
istered systemically. There can be no doubt 
that many of the open and infected wounds, 
not only of the mouth and face, but also of 
the body as a whole, tend to clear up faster 
when an agent such as sulfanilamide or sul- 
fadiazine is implanted. 

With sulfadiazine, the blood level goes up 
faster and reaches higher levels with about 
half the amount usually used with the other 
sulfonamides. The toxic reactions with sulfa- 
diazine are somewhat more frequent than 
was originally supposed, but they are still 
less than with any of the others. 

Our impression is not particularly favor- 
able to their local use and we frankly feel 
that, in some cases, there has been an in- 
crease in pain and soreness. 

I have used the sulfonamide powder in 
both private and clinical practice and I am 
not sure that this type of therapy has proved 
to be particularly useful. Tablets in a tooth 
socket have remained as foreign bodies, prov- 
ing to be an irritation. The use of the sul- 
fonamides by mouth and intravenously has 
proved to be a very important adjunct in 
control of metastatic cervical infection and 
general septic conditions. 

I have been using sulfonamides in my 
private practice and at the clinics for the 
past year. I have been using sulfathiazole 
and sulfadiazine especially in inflammatory 
conditions that had developed into a peri- 
maxillary phlegmon. 

I have had one case of an acute infection 
of the jaw running up into the temporal 
area in which neither sulfathiazole nor sulfa- 
diazine did any good, and it would seem to 
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have this reaction, which apparently is one 
of the handicaps of the drug. It delayed 
materially the localization and pus forma- 
tion. 

We tried sulfanilamide in tooth sockets 
for some time, but it did not prove to be 
up to reports from others. About six months 
ago, we started to use sulfathiazole and 
decided that it was a great help. 

We use it in certain mouth infections and 
in the acute infections. I am convinced that 
they are valuable agents, but feel they must 
be used with discretion. 

At the present time, we are carrying out 
some scientific investigations with these 
drugs. One of the problems is to verify some 
of the work that has been done on the 
transient bacteremia that is known to follow 
some types of surgery, especially exodontia. 

It is believed that the use of sulfanilamide 
in infected and potentially infected wounds 
was of particular value, as was evidenced 
by the shortening of the course of infection 
and the minimizing of the local and general 
symptoms. Deep infections involving the 
potential spaces of the face and neck were 
treated generally by the usually accepted 
methods, with the addition of the sulfanila- 
mide group of drugs by the oral and intra- 
venous route. About 50 per cent of these 
infections responded favorably, incision and 
drainage not being found necessary. 

Treatment of superficial abscess by in- 
cision and evacuation of the pus and imme- 
diate light packing of the cavity with sulfa- 
nilamide almost invariably resulted in 
prompt healing. Obviously, one cannot 
state with accuracy to what degree the use 
of sulfanilamide reduces the bone reaction 
or the promptness with which repair occurs. 
Yet it is our opinion that its use should be 
continued in such bone involvements and 
in the management of potential and defi- 
nitely infected wounds of the face and oral 
cavity. 

After extraction of impacted wisdom teeth 
and when chronic abscess conditions are 
present, we have been filling the sockets with 
powdered sulfanilamide. Our postoperative 
reports show that most cases respond satis- 
factorily to treatment but, in a few cases, 
we have noted tissue sloughing, and pain 
was present for several days. 

For some time, we have been using 
chemotherapy in the treatment of acute 
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infections. The internal administration of 
this drug is invariably placed in the hands 
of the internist. We have been using sul- 
fanilamide topically both in powder and 
tablet form in wounds. This method of 
treatment, particularly with the tablets, has 
proved most successful in our hands. 

I have been using sulfanilamide after every 
oral operation. From a clinical standpoint, 
it appears to have value when used locally. 

I have been instilling the powdered sul- 
fanilamide into nearly all extraction wounds. 
We believe that definite benefit is derived 
from the proper use of the sulfonamides in 
mouth surgery. 


Attention here is called to an article 
by Frederick Griess in the Nebraska 
Scholar, a review of current research 
and scholarship at the University of 
Nebraska in Lincoln. 

Unfortunately, many of the men seem 
to misunderstand the word sulfonamide. 
They fail to appreciate that it is an in- 
clusive term covering sulfanilamide, sul- 
fathiazole, sulfapyridine, sulfadiazine, 
etc. A cross-section of the replies would 
indicate that the majority were impressed 
with the usefulness of the sulfonamides, 
with a leaning toward sulfathiazole in 
preference to sulfanilamide. A few ad- 
vocated the intravenous use of these 
agents, which we consider somewhat 
questionable. It is my frank opinion that 
the intravenous use of any agent should 
be in the hands of a qualified internist. 
The dentist is not trained and cannot be 
expected to use intravenous medication 
properly. There are men who are com- 
petent, but the great majority should 
probably be considered incompetent in 
the premises. It is interesting to note too 
that the majority are solidly against the 
use of tablets or cones locally. 

Clinical research is difficult for the 
reason that unless patients are hospital- 
ized, they are not brought under ade- 
quate control. Then too, there is such a 
variability in patients that the highest 
degree of judgment is required in making 
not only a proper analysis but also ade- 
quate allowances. In the laboratory in- 
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vestigation, the mathematical rule may 
be used constantly, but it is of little value 
in clinical investigation. 

We have no doubt that the twenty-six 
replies represent a good grade of judg- 
ment and conscientious care, both of 
which add to their value. Their agree- 
ment is both interesting and illuminating, 
and indicating a verdict that must be 
looked upon as valuable. We are grate- 
ful to every one who gave such prompt 
and efficient help. 

An interesting editorial in the Journal 
of the American Medical Association of 
July 4, 1942, on “Intraperitoneal Admin- 
istration of Sulfanilamide,” says : 


In the experience of Hudson and Smith, 
intravenous and intramuscular chemotherapy 
gave disappointing results in many cases of 
spreading peritonitis, the fatality rate reach- 
ing the figure of 55.5 per cent. Since the 
adoption of the intraperitoneal sulfanilamide 
therapy as a routine procedure in similar 
cases, the mortality has been ‘reduced to 8.3 
per cent. Jaundice was not observed in their 
series of 125 cases. The consensus is clearly 
that intraperitoneal sulfanilamide is an ex- 
tremely valuable weapon in the treatment of 
potential or established peritonitis. 


The articles included in the _bibli- 
ography and numerous other articles in- 
dicate that great care should be exercised 
in sulfonamide medication. They also 
indicate a danger zone, which every one 
should take into consideration. 

Several months ago, we began a series 
of studies on the use of the sulfonamides 
in minor oral surgery. In this study, we 
emphasized particularly the extraction of 
teeth, both normal and special, removal 
of root-end cysts, root resections, etc. 
Our first and principal difficulty was the 
failure of patients to return for observa- 
tion ; and unless they have definite pain, 
they will not return. At least two-thirds 
of them did not return at all. Even when 
sutures are placed in the gum tissue, 
some of them fail to return to have the 
sutures removed. In a small series of 
275 patients, 123 returned at least once 
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for observation and in these cases the 
following facts were noted : 

Sulfanilamide: 49 patients responded 
favorably ; three developed infection. 

Sulfathiazole: 63 patients responded 
favorably ; four developed infection. 

In those who “responded favorably” 
there seemed to be some benefit from the 
use of either sulfathiazole or sulfanila- 
mide after tooth removal. These studies 
will be continued for at least 1,000 cases, 
which we feel will give valuable infor- 
mation. 

Observing the therapeutic procedures 
in the clinic, in the hospital and in pri- 
vate practice, we are strongly of the 
opinion that the topical application of 
no drug known at the present time is of 
any great value after the removal of 
teeth. The use of sulfathiazole seems 
to modify the postoperative discomfort 
in some cases. The postoperative vari- 
abilities with or without the sulfonamides 
are about the same. When any one of 
the agents is used, we are convinced that 
the powdered form only should be ap- 
plied, and that it should be placed in 
the socket after the sutures have been 
made so that they can be tied immedi- 
ately, holding all of the agent possible 
in the tissues. These agents are much 
more useful where there is definite in- 
fection. In the clean cases, we doubt 
whether they are of any material value. 
The administration by mouth, on the 
other hand, is of distinct value. They 
are particularly useful in pericoronal 
infections of submerged or partially 
erupted teeth. In this instance, the use 
of sulfathiazole by mouth coupled with 
careful irrigation once or twice a day 
will assure very good results in a few 
days. In extensive infections, there can 
be little question that sulfathiazole, sul- 
fanilamide or sulfadiazine exerts a def- 
inite influence when administered orally. 

The selection of the particular sulfon- 
amide will depend on, first, the dis- 
cretion of the doctor and, second, the 
determination, when possible, of the type 
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of infection. In extreme cases of cellu- 
litis, this, of course, is hardly possible, 
and one will need to be guided by the 
clinical findings and by his own judg- 
ment. 

In the matter of dosage, we believe 
that no more than 10 grains should be 
administered at a time. One may start 
with 10 grains every four hours, con- 
tinuing until four doses have been given, 
and then reduce the dosage to 7 or 5 
grains. In all cases, it is important to 
reduce medication as soon as the symp- 
toms have been definitely modified. As 
one looks at the various reports, one is 
impressed with the fact that large doses 
have been definitely responsible for bad 
results. By using small doses, one will 
detect early any untoward symptoms and 
withdraw the drug. The accumulative 
effects, any idiosyncrasy and also an ac- 
quired sensitivity, as noted in Dr. Nel- 
son’s paper, are easily regulated through 
small doses. We make this statement 
in the face of the fact that some very 
good clinicians use large doses. We do 
not believe that any time will be lost or 
any harm be done by early moderate 
dosage. After the reaction has been de- 
termined, the dose can be increased to 
meet the clinical conditions in a given 
case. In this we believe that the thera- 
peutic test will be met without danger. 

This discussion points with a definite 
specificity to the following: The sulfon- 
amides are useful agents, but must be 
used with discretion. In the field of oral 
surgery, the average man will use these 
agents topically and by mouth, and will 
studiously guard his patient against any 
therapeutic misadventure. The matter 
of dosage should be under rigid control, 
with a smaller sized dose used initially. 
Many men do not use more than 10 
grains every four hours, increasing the 
dosage in rare cases in which the symp- 
toms seem to demand it. The intraven- 
ous method should not be used except 
by the qualified internist. Intravenous 
medication always carries with it a risk, 
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and because of the wide variability of 
the reaction to these agents, this form 
of medication should be restricted to the 
exceptional case. The occasions when 
intravenous administration may be in- 
dicated are very limited. We have a 
strong feeling that a topical application, 
except in the case of definite infection, 
is of little value. In some rare cases, it 
may be helpful, but as a rule its general 
use is not indicated. The agent should 
be in contact with the tissues longer 
than it is possible to maintain it, and 
furthermore its use should not lessen the 
attention to surgical care and surgical 
precision. Blind faith in any sulfonamide 
should not be a substitute for careful 
surgery. 
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SOME PRINCIPLES OF MODERN FIXED 
BRIDGE CONSTRUCTION 


By A. A. Bartiett, D.D.S., Detroit, Mich. 


OST of us agree that tooth struc- 
ture lost through caries or 
accident should be _ replaced. 

Likewise most of us accept as axiomatic 
that any tooth of the arch, from second 
molar to second molar, that is missing 
should be artificially supplied. The man- 
ner of this substitution falls into two dis- 
tinct classes : fixed and removable bridge- 
_ work, 
The purpose of this paper is to estab- 
lish some basic principles that will aid 
the careful operator in designing fixed 
bridges. 
Read before the Section on Partial Denture 
Prosthesis at the Eighty-Third Annual Meet- 
ing of the American Dental Association, 
Houston, Texas, October 28, 1941. 
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It is possible today to construct a fixed 
bridge that is an aid to health and func- 
tion of any mouth. With this thought, 
it is time to look back and consider why 
many fixed bridges fail to meet expecta- 
tions. But this is not enough: We must 
offer a cure for these causes of failure. 

To construct a durable fixed bridge 
is only one of our objectives: To restore 
function and protect all of the remaining 
teeth and investing tissues is far more 
important. One might ask, “What is 
the most serious type of fixed bridge 
failure?” I would answer, “One that 
results in the loss of more teeth.” 

The words “judgment” and “design” 
will cover just about all of the the reasons 
for failure in fixed bridge construction. 
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However, these words become very much 
involved. At the outset, we are con- 
fronted with the problem of root anchor- 
age versus occlusal stress. The fact that 
a patient needs a space restored to func- 
tion usually means that other corrections 
are also necessary. Owing to drifting 
into the space or even to normal wear, 
the occlusion will show cuspal interfer- 
ence, and this should be corrected before 
restoration is started. Needless to say, 
the operator must possess at this point a 
complete set of dental roentgenograms 
and good study models. Thus fortified, 
he can proceed with certainty on a course 
of occlusal adjustment and the designing 
of the case in hand. 

With occlusal interference minimized, 
the operator may now consider the im- 
portant problem of the restoration. By 
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Fig. 1.—Typical maxillary first molar restor- 


ation. The main support (second molar) 
carries a three-quarter type of attachment, 
while the stress holder is lodged in a class 5 
inlay on the second bicuspid. 


studying tooth function, we may deter- 
mine what added load a given normal 
tooth is capable of assuming. 


STUDY OF TOOTH FUNCTION 


From a functional aspect, there are 
four distinct groups of teeth; namely, 
the incisors, cuspids, bicuspids and 
molars. To clarify this classification, let 
us consider each one of these groups in 
detail, as shown in the accompanying 
table. 

1. The incisors are used for biting or 
incising. With the coming of civilization, 
the use of the incisors for prehension 
has been virtually lost. Therefore, the 
incisors are usually subject to stréss 
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only in the direction of their long axis. 

2. A tougher morsel of food is carried 
to the cuspids, where the action is that 
of tearing. Hence, the term, “canine 
tooth.” The cuspid is subject not only to 
a vertical thrust, but also to a buccal 
thrust in the maxillary arch and a lingual 
thrust in the mandibular arch. This 
tooth is firmly rooted in bone, and even 
where there is much lingual abrasion of 
the maxillary cuspid, there is seldom de- 
struction of the supporting tissues. 

3. With the piece of food within the 
oral cavity, the next act is breaking it 
up: This is done in the bicuspid region 
with a mandibular action chiefly vertical 
to the plane of occlusion, but also buccal 
and lingual, which we call lateral thrust. 


Fig. 2.—Instruments used in preparation of 
slot. Left to right: Tapered fissure bars Nos. 
700, 701 and 702; tapered finishing bars Nos. 
601 and 602; fine cuttle disk. 


One should note here, however, that the 
roots of the bicuspids are ill fitted to 
stand lateral thrust unless supported by 
the cuspidation of the teeth in the molar 
region. 

4. Final comminution of the bolus of 
food is left for the molars, and here the 
mandibular action is in every direction. 
With the possible exception of certain 
third molars, the roots of these teeth are 
well designed to withstand such stress, 

Within each of these groups and in 
different individuals, the various root 
and crown forms denote a marked dif- 
ference in function of the individual 
tooth. 
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‘These facts lead to the belief that all 
teeth have somewhat different move- 
ments during mastication and conse- 
quently should not be rigidly tied to- 
gether in a fixed bridge, and that, there- 
fore, a slightly movable rest should be 
employed at one end. This two-piece 
bridge not only favors individual tooth 
movement (or function), but actually 
permits the use of lighter attachments 
because the abutment teeth do not 
“fight” each other when stress is applied. 
In this imstance, the term “stress- 
breaker” can properly be given to the 
unsoldered end of the bridge. However, 
if properly designed, the rest may become 
what is more important, a “stress di- 
vider.” 

The design of the rest is important. 
(Fig. 1.) The type of fixed bridge com- 
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Fig. 3.—Inlays mounted on stone or low- 
fusing metal model as made from plaster 
impression. 


monly known as “loose end” or “stress- 
breaker” allows too much latitude in this 
important detail. The rest which I am 
about to describe is a vertical finger, 
usually about the size of a No. 7o1 
tapered fissure bur. It may be larger or 
smaller as the case indicates. The seat 
or slot portion of the rest is prepared in 
the attachment of the weaker-rooted 
tooth and on the side approximating the 
space to be supplied. The finger is made 
as long cervically as this attachment 
will permit. Its direction must be parallel 
to the area of preparation in the other 
tooth, and should deliver stress in the 
direction of the long axis of the weaker- 


rooted tooth. In short-crowned teeth, 
one must obtain the longest possible slot. 
However, in teeth with very long crowns, 
the slot does not need to be so long as is 
possible. 

The diameter of the slot is determined 
to some extent by che depth of the proxi- 
mal preparation in the tooth. If the 
crown of this tooth is small, the diameter 
of a No. 701 bur will be adequate, and 
the tooth should be prepared accordingly. 
It is never necessary to alter the contour 
of an inlay for the purpose of receiving 
this slot. A No. 702 tapered fissure bur 
will be large enough for the preparation 
of any case. 

The slot should be as near the normal 
contact point of the tooth buccolingually 
as is possible. 

The instruments used in preparing 


Fig. 4.—Inlay of main support removed in 
order to determine line of draw. 


this slot are tapered fissure burs 700, 701, 
702; tapered finishing burs 601, 602, 
and fine cuttle disks. (Fig. 2.) 

With the attachments on a metal work- 
ing model, the slot is prepared as follows. 
(Fig. 3.) On the marginal ridge of the 
attachment which is to bear the rest, a 
slight notch is made at the proposed con- 
tact point, denoting the buccolingual 
position of the slot. The other attach- 
ment is withdrawn from the working 
model, and the line of withdrawal noted. 
With a sharp instrument, the proximal 
surface of the first attachment is 
scratched from the notch in the marginal 
ridge toward the cervix (Fig. 4), with 
care to follow the line of draw just noted 
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in the other attachment. This gives the 
vertical direction of the slot which should 
be in the long axis of the weaker-rooted 
tooth. The marked attachment is re- 
moved and placed on the die. (Fig. 6.) 
A No. 701 tapered fissure bur is dipped, 
and the slot thus produced is approached 
from the occlusal aspect and cut to its 
base. This produces a dovetailed slot 
with a flat floor. (Fig. 1.) The slot 
should be enlarged if the case permits. 
The internal surfaces of the slot are 
polished with finishing burs and the 
proximal part is polished with fine cuttle 
disks. The attachment is replaced on the 
working model and the parallelism in the 
mesiodistal direction is checked. (Fig. 
7.) In indirect working, the slot may be 
almost completed in the wax pattern. 


Fig. 5.—Making slot in bicuspid inlay. 


This will show how deep the slot can be 
made with safety. The male portion of 
the rest is waxed as an integral part of 
the pontic and cast as part of it. (Fig. 
7-) 

This procedure requires less time than 
is necessary to describe it and the rest 
thereby constructed fulfils four important 
obligations. (Fig. 1.) 

1. Since it has a flat base fitting 
closely against its seat, the two abutment 
teeth carry about the same vertical stress. 
Clinically, we know that most teeth can 
tolerate an increased load in this direc- 
tion. 

2. Lateral stress is applied as near the 
cervical portion of the weaker-rooted 


2169 


tooth as possible. This is accomplished 
just before the bridge is set. The oc- 
clusal three-quarters of the rest is disked 
slightly, only the cervical tip being left ° 
in contact with the box walls. This re- 
duces the buccolingual leverage during 
mastication and tends to make the abut- 
ments more nearly equal in load-bearing 
qualities. 

3. The abutment teeth are locked 
against drifting apart or rotating out of 
position. 

4. The construction of the rest is 
simple and requires no special instru- 
ments. 

The opposite end of the pontic is 
soldered rigidly to the abutment piece. 
To facilitate description, let us call this 
the “main support.” 


Fig. 6.—Slot in bicuspid inlay. This should 
be parallel to the prepared area on the main 
support. 


The two-piece type of construction 
may be called a convenience measure in 
that each of the attachments can be set 
as an individual inlay or crown. The 
result is that attachment borders are 
better finished and slight discrepancies 
in assembly are minimized. The latter 
feature virtually eliminates the possibility 
of torque on one or both abutment teeth, 
so often encountered when they are rig- 
idly soldered together. In case of abnor- 
mal tipping of the teeth, one of our 
greatest difficulties is reduced in that 
attachments do not have to be made 
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parallel to each other. Only the rest need 
be parallel to the main support. (Fig. 8.) 

Since the teeth directly adjacent to 
the space to be bridged are usually the 
only available abutments, we must decide 
which of these is to be the main support. 
That tooth should be capable of with- 
standing all of the force applied to the 
pontic during mastication, as seen in the 
study of tooth function. Usually, this 
will be the tooth with the most favorable 
root anchorage ; in most cases, the poste- 
rior one. 

A notable exception may be the case 
of a mesially or distally tipped tooth. 
Here, the tipped tooth is always the main 


Fig. 7.—Finished casting on porcelain pontic. 


support, while the one vertical to the 
plane of occlusion receives the rest. How- 
ever, we usually find that the tipped 
tooth is the posterior one, and the gen- 
eral rule still applies. 


SOME SPECIFIC CASES 

The manner of supplying a missing 
second molar is dependent on several 
conditions. The third molar, if tipped 
mesially, as it usually is, and firmly 
rooted, should be chosen as the main 
support. In most cases, the attachment 
should be a full crown. However, if the 
third molar is in normal vertical position, 


and particularly if the root is conical, it 
would be better to use it only to aid the 
first molar in supporting the pontic. In 
this case, a simple proximal inlay in the 
third molar will receive the rest. 

This discussion brings up the question 
of promiscuous extraction of all third 
molars. Where early loss of the first or 
second molar is anticipated, every effort 
should be made to retain the third. 
Many times, the retention of third 
molars has obviated the wearing of tissue- 
borne partial or full dentures later in life. 
One of the principal factors in the reten- 
tion of third molars until the time when 
they become useful is the maintenance 
of normal function. This obviously in- 
volves the retention of the occluding 
tooth in the opposite arch. Because of 
the inaccessible position of these teeth, 


Fig. 8.—Typical condition of tipped lower 
molars. 


special prophylactic attention and per- 
sonal brushing methods must be intro- 
duced at an early date. Frequently, these 
teeth begin their eruption in a caries- 
ridden mouth. During the gum-flap 
stage, the liberal application of silver 
nitrate to pits and fissures is indicated. 
Where actual cavities appear, the use of 
copper amalgam fillings will be found to 
inhibit recurrent caries. With these 
thoughts, let us apply a little wisdom to 
the patient’s wisdom tooth problems. 

As we go forward in the arch, when 
supplying a missing first molar, the sec- 
ond molar is always used as the main 
support. Occasionally, we may be 
tempted to solder to the attachment on 
the second bicuspid, but analysis will 
show us the fallacy of such a procedure. 
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Functionally, the bicuspid is in a differ- 
ent group. Moreover, it is against bio- 
logic principles to conceive of the roots 
of a bicuspid as doing the work of the 
trirooted bulwark of the arch, the first 
molar. On the other hand, the second 
molar, being in the same functional 
group, comes much closer to meeting this 
requirement. Furthermore, the latter is 
frequently the tipped tooth, while the 
bicuspid remains perpendicular to the 
plane of occlusion. 

The maxillary second bicuspid may 
frequently be replaced as the main sup- 
port by the first bicuspid. Here, teeth of 
similar function support each other, and 
extensive cutting of the first molar is 
avoided. However, it is better to solder 
to the first molar if it requires a large 
inlay. This permits a simple distoclusal 
inlay in the first bicuspid. The latter has 
a concavity on the mesial surface, which 
makes the construction of a mesiodistal 
inlay extremely difficult if one is to avoid 
the display of gold. We assume that the 
mesioclusodistal type inlay will be neces- 
sary when this tooth is used as a main 
support. 

Mandibular second bicuspids should 
usually be attached to the molar because 
of the weak root of the lower first bicus- 
pid. | 

In supplying the first bicuspid in 
either arch, the second bicuspid is in 
every respect the first choice as a main 
support. The bicuspids are alike in func- 
tion and the cuspid is allowed most of its 
rotary motion. Moreover, the environ- 
ment of the maxillary cuspid has given 
it no lingual thrust. Therefore, this 
stress should be borne mostly by the bi- 
cuspid. 

In mandibular first bicuspid replace- 
ments, the same principle applies, the 
thrust being reversed. In this case, the 
lingual surface of the cuspid can be built 
up to receive the rest. 

It may be well to mention here the 
importance of conservative cutting of 
the cuspids. These, being the corner- 
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stones of the arch, should be preserved, 
as a last resort, for old age. 

When the cuspid is missing, the prob- 
lem becomes much more complicated 
from the aspects of both esthetics and 
retention. Certainly the bicuspid should 
be chosen as the main support. The lat- 
eral incisor must then receive a rest 
which delivers stress parallel to its long 
axis. This must be placed in a small dis- 
tal inlay on the lingual surface of the 
lateral incisor and never on the natural 
tooth. Placing of the rests on the natural 
tooth surface not only causes undue stress 
with rotation of the lateral incisor, but 
invariably results in caries under the rest. 

When the lateral incisor is particu- 
larly weak or, for other reasons, we do 
not wish to place a rest upon it, we may 


Root ANCHORAGE PRINCIPLE OF FIXED BRIDGE 


CONSTRUCTION 
Tooth Stress Received 
Groups During Mastication 
Incisors Vertical (parallel to long axis) 
Cuspids Vertical plus buccal or lingual 
Bicuspids Vertical 

Lateral (buccolingual) 
Molars Vertical 

Lateral (universal) 

Mesiodistal 


occasionally use both bicuspids for at- 
tachments. This should be done only in 
selected cases and with careful design. A 
small well-finished solder joint must be 
placed only at the contact point, with a 
good embrasure remaining. This contact 
area of the attachments can be kept 
small and yet afford adequate strength 
if a small piece of stiff wire is -incor- 
porated in the solder joint. 

A missing lateral incisor can almost 
invariably be suspended from the cuspid. 
Having observed several hundred of 
these replacements, I believe that, in most 
cases, a rest on the central incisor is un- 
necessary. It seems that the occlusion, 
coming as it usually does on the distal 
portion of the cuspid, will balance the 
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torque delivered by the suspended pontic 
and so prevent drifting. 

Replacement of one central incisor 
usually involves the use of two attach- 
ments, in order to prevent drifting. 
Naturally, the other central incisor will 
be the main support, while a small inlay 
in the lateral incisor receives a very 
small rest. Again, this slot must be so 
prepared that stress will be delivered in 
the direction of the long axis of the lat- 
eral incisor. Seldom are we permitted 
to suspend this tooth without a rest. 
However, when the space is too large for 
the tooth indicated, we may be forced to 
use only the other central incisor as an 
attachment. This is also true when the 
remaining central incisor is pulpless., The 
use of pulpless teeth for bridge attach- 
ments evokes a rather general rule. Since 
the general health of the patient may at 
any time call for the removal of all pos- 
sible foci of infection, extraction of 
pulpless teeth may be indicated. It will 
be well, then, if the first replacement has 
not injured sound vital teeth. It nat- 
urally follows that all major preparation 
should be made on pulpless teeth, leaving 
the sound ones as nearly untouched as 
possible. 

These one tooth replacements, when 
properly. executed, are undoubtedly one 
of the finest services that we may render. 
Function and health of the mouth are 
restored and the patient is comfortable. 
Thus, the things we strive for are ac- 
complished. 

When the edentulous space is more 
than a one tooth space, the fixed bridge 
field is greatly narrowed. Root anchor- 
age is the controlling factor. There was 
a time when members of the profession 
gathered at national meetings to tell of 
the fourteen-tooth fixed bridges which 
they had constructed. Nowadays, ‘if we 
construct a bridge of more than two 
teeth, we avoid mentioning it to our col- 
leagues who, we hope, do not do such 
things. 


However, many of these longer spans 


can best be restored with fixed bridges. 
Certainly the replacement of two bicus- 
pids falls in this category. Here, we are 
using the best abutment tooth of both 
anterior and posterior regions. Needless 
to say, the first molar should be the main 
support. The question naturally arises 
“Will the weight of such a bridge in the 
maxillary arch cause the rest to drop 
slightly out of its seat?” I have observed 
many of these bridges which have been 
twelve years in service. Without excep- 
tion, the rest seems to be as firm in its 
seat as it was originally. 

_ Another two-tooth replacement is that 
of the first molar and second bicuspid. 
In the maxillary arch, these pontics may 
be attached to a firm second molar with 
a rest in the bicuspid attachment. On the 
other hand, in the mandibular arch, the 
first bicuspid has a notably weak root. 
Therefore, this replacement may be a 
removable type where the cuspid or 
other teeth can be called on to aid in 
absorbing the stress of mastication. 

A two molar bridge in either arch is 
almost invariably more lasting when re- 
movable. Usually, a remote point across 
the arch should be used to stabilize the 
abutment teeth. 

These are the principles of root anchor- 
age. Nature has given us considerable 
leeway in the additional load that teeth 
will assume in the restoration of lost 
units. If we will but follow her basic 
laws in planning our restorations, the 
results of our daily work can be a 
pleasure to behold. 


PRINCIPLES OF RETAINING FIXED BRIDGES 


It might not be amiss to mention some 
basic principles of the retention of fixed 
bridge attachments. When dealing with 
vital abutments, the attachment either 
grips the tooth, is gripped by the tooth 
or is retained by a combination of these 
two forces. 

Obviously, a full gold crown is the out- 
standing example of an attachment grip- 
ping the tooth. On the other hand, it is 
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almost impossible to conceive of a pure 
case of a tooth gripping the attachment. 
A simple occlusal inlay would answer, 
but would violate the rules of cavity 
preparation. To rectify this non-conform- 
ity, we must add a proximal step. Then 
immediately the attachnent grips a part 
of the tooth. This line of thought has a 
definite practical value in cavity prep- 
aration. When we select the more simple 
types of cavity preparation, we must 
consider the strength of that part of the 
tooth which the attachment grips. Will 
the torque caused by mastication on the 
pontic fracture a cusp, or even split the 
tooth? Extension of the mesial or distal 
slices at a different angle will aid in 
gripping and supporting the abutment 
tooth. The slice-lock preparation adja- 
cent to the pontic will prevent lifting at 
the cervical border of the attachment. 
These concepts will cause us to give con- 
sideration to the use of mesioclusodistal 
inlays, three-quarter crowns and full 
crowns as bridge attachments. 

The internal shape of the attachment 
further determines its resistance to dis- 
placement. A full crown with certain 
internal characteristics has far more 
resistance to displacement than one 
which is perfectly smooth. We should 
endeavor to visualize the stresses which 
will be delivered to the attachment and 
make walls to absorb them; that is, buc- 
cal and lingual walls in the cavity prep- 
aration that will resist buccolingual 
thrusts on the pontic. 

A fine example of combining attach- 
ment grip with tooth grip is seen in the 
pinledge attachment. Each individual 
pin is retained by the tooth structure, 
while two or more pins in combination 
grip the tooth like claws. 

If the operator will study the use of 
pins, his problems of fixed bridge reten- 
tion will be greatly reduced. In the 
posterior part of the mouth, the judicious 
addition of pins to any attachment of 
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questionable displacement qualities will 
give unlimited retention. Pins may be 
placed in these castings at any point 
where the pulp chamber permits. I 
strongly advocate the sectioning of teeth 
in various directions in order to study 
the shape of pulp chambers. 

In the case of anterior teeth, the well- 
designed pinledge attachment will be 
retained in spite of any displacement 
force that the root of that tooth can 
tolerate. 

Probably nothing is more embarrass- 
ing to the dentist than to have fixed 
bridges come out. I advocate leaning 
toward overretention rather than too 
little retention of fixed bridges. 


SUMMARY OF ROOT ANCHORAGE AND 
CROWN RETENTION PRINCIPLES 


A. The Root Anchorage Principle.— 
1. With rare exceptions, fixed replace- 
ments not more than two teeth in length 
are advocated. 

2. With the exception of a few ante- 
rior replacements, the two unit type of 
construction should be employed. 

3. With modifications to suit the indi- 
vidual case, the type of stress divider 
described herein will be found to be 
most practical. 

B. The Crown Retention Principle.— 
1. More than adequate retention is ad- 
vised in the “main support” attach- 
ment; e.g., the mesioclusodistal inlay 
and its modifications, the three-quarter 
crown and the full crown. 

2. Lighter attachments are advocated 
for the tooth which bears the rest. 

3. Pinledge attachments are to be used 
for anterior abutments. 

Finally, let us accept our responsibil- 
ity in this field of dentistry, recognizing 
our own failures as well as those of 
others. My plea is that we make a study 
of design, applying the basic laws of 
crown retention and root anchorage. 

525 David Whitney Building. 
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THE USE OF THE ROENTGENOGRAM IN 
OPERATIVE DENTISTRY 


By L. R. Main, D.D.S., St. Louis, Mo. 


OENTGENOGRAPHIC informa- 
tion is accepted by every depart- 
ment of dentistry as a guide in 

practice. All interested in health service 
of any kind likewise subscribe to the in- 
telligent use of the roentgen rays as a 
means of securing. dependable informa- 
tion. In no department of dentistry is 
roentgenographic information more val- 
uable as a guide than in operative work. 
Endeavoring to maintain a modern office 
without this valuable information to assist 
in diagnosis is like turning back the hand 
of scientific progress for a quarter of a 
century. It means groping in the dark 
unnecessarily in failing to turn on a light 
that gives information of a unique char- 
acter and enables one to be more rational 
in operative effort. True it is that most 
practitioners use roentgenographic in- 
formation, but it is also true that some 
may not realize the true value of this 
adjunct in operative procedures. A few 
practical suggestions, with illustrations, 
will indicate the necessity of painstaking 
care in radiodontia, if service in operative 
dentistry is to be adequate. 

Before much dependable information 
can be secured through the use of the 
x-rays, we must have a fairly accurate 
conception of technic, so that dependable 
results can be assured in the finished film. 
Three shortcomings have been observed 
in roentgenograms sent into the office for 
interpretation. One is that not enough 
exposures have been made of a question- 


Read before the Section on Operative Den- 
tistry, Materia Medica and Therapeutics at the 
Eighty-Third Annual Meeting of the American 
Dental Association, Houston, Texas, October 
29, 1941. 
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able tooth or area. Secondly, there is a 
tendency to foreshorten the image on the 
film; and, thirdly, the film may be so 
dense that detailed information is not 
afforded. Any one of these conditions, or 
all three conditions in the same film, 
makes it impossible to realize the poten- 
tial value of the roentgen rays as an aid 
to diagnosis. The necessity of exercising 
care in making and processing a film 
cannot be urged too strongly. Many 
are of the opinion that any one can 
make an exposure of a dental film, but 
that it requires an expert to read the 
film, or to interpret the findings. 

I appreciate as fully as any one the 
advantages of expert opinion where the 
roentgenogram is concerned. On correct/ 
interpretation depends a thorough knowl- 
edge of the normal structures and only 
with this knowledge is it possible to 
recognize the abnormal. But why so 
much greater knowledge and care are 
necessary for interpretation than for 
making the exposures it is difficult to 
understand. I do not mean to minimize 
the importance of interpretation in order 
to secure reasonably accurate information 
from the film. We can only interpret in 
the film what has actually been put into 
the film by the exposure. The information 
must be put there by the correct exposure 
and processing before we can hope to dis- 
cover it in the film. By correct exposure, 
I mean all the phases of radiodontia 
necessary to obtain a good roentgeno- 
gram. I am not disclosing any secret 
when I say that the average film is too 
limited in the information that it con- 
tains, because of faulty technic. 
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It is of interest to note the develop- 
mental stages through which the x-rays 
have passed, from offering the grossest 
sort of information down to the present 
day, when the film is expected to furnish 
the minutest detail at all times. Well 


within the memory of some of us, marked 
changes have come from their use in 
diagnosing a fracture of the mandible, 
failure of a tooth to erupt or some gross 
pathologic condition, all of which were 
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We cannot dwell on all the applica- 
tions of the x-rays in operative dentistry, 
nor is it necessary. There are a number 
of conditions revealed which must be 
considered if we are to render a reason- 
ably high standard of service. Dr. Raper 
states that more than sixty definite condi- 
tions revealed in the roentgenogram can- 
not be disclosed by other methods of 
examination, but I shall confine myself 
to a few conditions that are of practical 


Fig. 2.—A, irregular margins of amalgam fillings. B, crevices at cervical margins of fillings on 


distal aspect of first molars. 


projected upc. large extra-oral plates, 
down to the present time when the num- 
ber of pulp canals in roots and the 
presence of calcareous deposits below 
the gum margins and of pulp nodules can 
be determined and the malposed teeth 
or foreign objects be accurately located. 


value in operative dentistry. As operative 
dentistry has to do primarily with the 
conservation of the natural teeth, the 
enemies that destroy, or tend to destroy, 
the natural teeth must be considered in 
the discussion. 

The ideal toward which medicine is 


fat 
Fig. 1.—Evidence of caries and malposed bicuspids. 
A 


pated 


always striving is the elimination of itself 
through the process of prevention. To 
prevent an epidemic is a greater service 
to a community than to cure or stop a 
condition. For instance, the destroying of 
the mosquito that was responsible for yel- 
low fever was of great benefit to human- 
ity, but it worked toward elimination of 


the need for the oncoming physician. 


And so it is in our own field. A great 
effort is being made to eliminate dental 
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The prevalence of caries in the adoles- 
cent is recognized by all. (Fig. 1.) We 
remember that period before the child 
reaches the twentieth year and in which 
decay gets in its damaging work. It would 
be good dentistry, and a step toward pre- 
ventive medicine, if bitewing examina- 
tions of boys and girls were made at in- 
tervals sufficiently frequent to preserve 
pulp vitality. 

I realize that these examinations will 


Fig. 5.—A, deposit on distal aspect. B, deposit removed ; showing loss of process. 


caries, and if dental caries can be elim- 
inated, many of our dental problems will 
be solved. Although we cannot prevent 
caries with the x-rays, we can discover 
its presence early enough to prevent pulp 
involvement if the roentgenogram is used 
intelligently. This fact alone justifies the 
use of the roentgen rays as the greatest 
forward step in preventive dentistry. 


not be made until parents appreciate the 
necessity of cooperation with their den- 
tists to minimize the results of extensive 
caries in children’s teeth. 

I have stressed the early recognition 
of caries because it is the chief enemy of 
the teeth, and it is the ravages of decay 
that makes most reparative work neces- 
sary. The restoration by artificial means 
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of that which has been destroyed by 
decay is one of our greatest problems, a 
problem that has been emphasized in 


_recent years. Extreme care is necessary 


in these restorations or the operation will 
fall far short of the ideal. One of the 
frequent findings in the roentgenogram 
when a restoration has been made, espe- 
cially if amalgam has been used, is an 
overhanging margin or margins extend- 
ing into the soft tissues. (Fig. 2.) These 
ledges usually cause irritation, inflamma- 
tion and sluffing away of the alveolar 
process, breaking of the contact point and 
separation of the teeth, and are some- 


metallic substances in close proximity to 
the pulp. Sometimes, the death of the 
pulp from irritation is a slow process, 
extending over a period of months, and 
many cases of slow indefinite neuralgia 
are traced to this condition, and some of 
these teeth become septic. (Fig. 4.) 

In no condition is the result of patho- 
logic processes more accurately projected 
by the roentgen-rays than in cases of 
marginal loss of the alveolar process. 
There are several causes for this destruc- 
tion, and roentgenographic information 
is invaluable in determining the etiology. 
Since the loss of teeth through marginal 


Fig. 6.—Good mechanical dental work with bad foundations. 


times the cause of pyorrhea. After an 
extensive restoration, a check-up with the 
roentgenogram will prevent such a con- 
dition from doing permanent harm. 

The x-rays are used to determine the 
presence of ill-fitting crowns and gold 
inlays that are contributing to the same 
disastrous end. (Fig. 3.) Periodontoclasia 
is a word that was used a good deal a few 
years ago, but it has not been employed 
so much since its application has come to 
be restricted to its real meaning. Extend- 
ing margins with broken contacts are a 
likely cause of periodontoclasia and are 
sometimes factors in pyorrhea. A perfect- 
fitting interproximal inlay is unsuccessful 
if it fails to restore the contact point. 

I should like to sound a warning while 
speaking of restorations, to the effect that 
there is a limit to the amount of metallic 
filling material which can be placed with 
safety within a vital tooth. In this day, 
when devitalization is not carried out so 
readily as it was a few years ago, we ‘are 
attempting the impossible by placing 


Fig. 7.—Position of pulps. 


destruction of the supporting tissues is 
one of our greatest problems, too much 
stress cannot be placed upon the impor- 
tance of using any means to determine 
the causes of such destruction at the 
earliest possible moment. (Fig. 5.) 

The loss of these structures means a 
poor foundation for operative effort. 
Though restored ever so accurately, the 
superstructures cannot serviceable 
longer than the foundation can withstand 
the stress of mastication. Information 
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along these lines is indispensable from the 
standpoint of health and service. (Fig. 6.) 
Where restorations are to be made, an 
accurate positioning or location of the 
pulps in such teeth is advisable before 
reconstruction is attempted. (Fig. 7.) 
The roentgenogram has made possible 
a higher type of dental service, from the 
standpoint of technical procedure as well 


as in the elimination of septi¢ conditions. 
It has also added materially to our re- 
sponsibility, since the roentgenographic 
check-up may disclose our failures. How- 
ever, the roentgen-rays have contributed 
immeasurably to the field of operative 
dentistry and are a factor in a healthful 
service. 
615 Metropolitan Building 


APICOECTOMY PRIOR TO PULP CANAL FILLING 


By Dantet M. Kotten, Ph.G., D.D.S., New York, N. Y., and Mitton Scuwartz, 
B.S., D.D.S., Brooklyn, N. Y. 


OR mouth rehabilitation in defense 

dentistry wherein anterior teeth are 

involved, with extensive periapical 
bone destruction as a result of pulp dis- 
ease, there is a choice between removal 
of the tooth (and replacement) or pro- 
tracted pulp-canal therapy with eventual 
apicoectomy. Traditionally, amputation 
of infected root apices is performed after 
the pulp canals are filled. In such 
sequence, considerable difficulty is often 
experienced in maintaining a dry, sterile 
canal for the reception of a condensed 
pulp-canal filling. Reversing the pro- 
cedure by performing the periapical 
operation first, stopping the flow of peri- 
apical fluids into the pulp canal by means 
of a gauze plug and then filling the canal 
itself, all in one visit, affords a high de- 
gree of surgical cleanliness within the 
canal and also is a distinct time saver. 

At the Mount Sinai Hospital Dental 
Clinic, where the cases that form the 
basis for this report are treated, the 
patients more often have anterior teeth 
with pulp disease advanced to a chronic, 
suppurating stage ; a stage of long stand- 
ing infection with marked periapical 

From the Dental ,Service of Mt. Sinai Hos- 
pital, New York. 
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bone pathosis. It was necessary to develop 
a technic that would be economical of 
time as it would be efficient in repair. 
To attain such ends, a comparison of 
technics was instituted upon the follow- 
ing basis: (1) treatment by medication 
and mechanical means, using bacterio- 
logic cultures as a means of determining 
the time for filling; (2) pulp canal fill- 
ing followed by apicoectomy, and (3) 
apicoectomy prior to pulp canal filling. 
This report will be concerned with the 
clinical aspects of the third method, since 
objective data and clinical observations 
indicate that it is as time-saving as it is 
reliable. 


DIAGNOSIS 


It is within the scope of dental diag- 
nosis to evaluate the significance of both 
local and general elements, and to syn- 
thesize these into one comprehensive 
whole. What is the extent of the local 
pathologic condition? Are the adjacent 
teeth involved? What are the reparative 
powers of the involved tissue? In this 
connection, youth, with its reparative 
ability at a maximum, is a favorable 
influence. What systemic disease, if any, 
is present? These are questions that 
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must be answered, and it is from the 
balancing of these elements that emanates 
the policy of procedure to which is 
ascribed the term “diagnosis.” It implies 
consideration of the general and local 
factors to the end that the final decision 
shall be based on an evaluation of the 
constitutional as well as oral aspects of 
the particular individual. 

Observation, history taking or ques- 
tioning, instrumentation, roentgeno- 
graphic examination, percussion, pulp 
testing, transillumination and inquiry 
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systemic factors, it is merely being men- 
tioned in this paper. It is desirable to 
work on a healthy person, especially with 
therapeutic measures of this type, where 
so much depends on the power of the 
tissue regeneration and the phagocytic 
ability of the body. Suffice it to say that, 
before treatment, the physical state 
should be thoroughly understood and 


systemic disorders be known. 


OPERATIVE PROCEDURES 
The case considered suitable for treat- 


Fig. 2 (Case 2).—Pulpless upper right cuspid. 


into the specific nature of the pain are 
essential for local diagnosis. In employ- 
ing these methods, consideration is given 
to (1) mouth hygiene, (2) number of 
missing teeth, (3) condition of adjacent 
teeth, (4) prosthetic problems, (5) ac- 
cessibility for pulp-canal therapy, (6) 
previous pulp therapy attempts and fail- 
ures and (7) the cooperation of the 
patient for lengthy sessions. 

Since so much has appeared in recent 
dental literature on the importance of 


ment is one commonly seen. The tooth is 
one that has a chronic, long-standing 
necrosis of the pulp with progressive 
periapical bone destruction. There may 
be a constant ‘flow from the pulp canal 
which is not readily controlled, but if the 
periapical operation is performed first, 


‘the purulent exudate is controlled so that 


a more nearly sterile and dry field is 
available for insertion of a solid root- 
canal filling. However, some preparatory 
work may be done on the pulp canal be- 
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fore the apicoectomy. 
débris, necrotic material and grossly in- 
fected dentin from the walls of the pulp 
chamber and pulp canal prior to the root 


amputation will facilitate treatment. 


After this preliminary work is done, the 
conventional root amputation is per- 
formed on the unfilled canal. 

Under local anesthesia, a flap is re- 
tracted (either a semilunar or a vertical 
incision), so that the apex of the involved 
tooth is freely exposed. (If the labial 
alveolar plate has been destroyed to such 
extent that the semilunar type of incision 
would leave an unsupported flap, a ver- 
tical incision is desirable. This is an 


Removal of 
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not necessary for this operative work. 
Regular length handpiece burs are made 
up to number 10, which gives an ample 
range of sizes. The regular length burs, 
being shorter, create less leverage, and 
better control of the instrument is pos- 
sible than with the longer surgical burs. 

The second step in the gperative 
technic is the filling of the canal. The 
periapical bony cavity, formed after re- 
moval of infected apical tissues and apex, 
is packed with sterile gauze to control 
any hemorrhage. With this packing in 
place, there is no seepage into the canal. 
Therefore, this is an appropriate time to 
complete mechanical cleansing and irri- 


Fig. 3 (Case 3).—Cystic area from lower left cuspid region to lateral incisor. 


oblique incision anterior to the involved 
tooth from the mucobuccal fold to the 
gingival margin. The gingiva is freed 
around the involved tooth and possibly 
around the tooth distally from it, a flap 
remaining that freely exposes the entire 
buccal plate.) With a small round bur 
or with suitable hand instruments, the 
diseased bone is removed over the apex 
of the tooth in question. The underlying 
necrotic bony cavity is exposed, involved 
tissues are excavated and then; with 
burs, the infected apex is removed and 
the root end smoothed. Surgical burs are 


gation of the canal. The opening and 
mechanical preparation of the canal may 
have been completed at a previous sitting 
so that there is merely need for a fresh- 
ening of the walls of the canals (using 
files), irrigation with a mild germicide 
and insertion of a well condensed gutta- 
percha-chloropercha filling. As many 
points as possible are used in the canal to 
secure a high degree of density in the 
gutta-percha. The filling being com- 
pleted, the gauze that had been placed in 
the periapical space is removed, the ex- 
cess root filling leveled and smoothed 
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and the flap replaced, and the necessary 
sutures are taken. 

Little postoperative treatment is 
needed. In four or five days, the sutures 
are removed. The follow-up x-ray ex- 
aminations are the same as for any 
method of root-canal treatment. Of 
course, the occlusion is checked at each 
follow-up visit, to assure that a state of 
trauma does not exist. 


REPORT OF CASES 

Case 1 (Fig. 1).—G. C., a girl, aged 16, 
with a rheumatic cardiac condition, had a 
pulpless upper left central incisor, with 
copious discharge of pus from the root canal, 
the death of the pulp apparently being due to 
untreated caries, As a result of medical con- 
sultation, apicoectomy and filling of the 
canal was undertaken. The canal was opened 
September 14, 1938, and a culture yielded 
enterococci. At the next visit, the Aapicoec- 
tomy, with periapical curettage and pulp 
canal filling, was performed. One week later, 
the sutures were removed. Follow-up roent- 
gen-ray examination indicated an uneventful 
recovery. 

Case 2 (Fig. 2).—C. O., a woman, aged 
30, who was asthmatic, had a pulpless upper 
right cuspid, the pulp death being due to the 
presence of an unprotected synthetic por- 
celain filling. The pulp had been lost several 
years previously, and there had been recur- 
rent fistulous openings. November 3, 1939, 
the canal was enlarged, and a culture showed 
Streptococcus viridans. Seepage was difficult 
to control. At the next visit, November 10, 
apicoectomy was performed, the canal was 
filled and sutures were placed. One week 
later, the sutures were removed. Follow-up 
X-ray examinations were made March 8 and 
September ro, 1940. 

Case 3 (Fig. 3).—H.. M., a woman, aged 
32, in normal health, showed, on full-mouth 
routine examination, a cystic area from the 
lower left cuspid region to the lateral incisor. 
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Pressure of the cyst seemed to have separated 
the lateral incisor and cuspid in the apical 
region. Electric pulp testing indicated slight 
vitality in all teeth in the area with the ex- 
ception of the left lateral incisor, which had 
a deep-seated synthetic cement filling. Pal- 
pation revealed some thinning of the labial 
plate, but no pain or swelling. The left lat- 
eral incisor was opened at the cingulum, 
whereupon there was a discharge of foul- 
smelling exudate from the canal. A’ formo- 
cresol dressing was inserted. The canal was 
enlarged subsequently, and a flap was laid 
back under procaine anesthesia. A “tissue- 
paper-like” alveolar plate was present. This 
was peeled off, the cyst enucleated, the apex 
of the lateral incisor amputated and the canal 
irrigated and filled with gutta-percha points 
and chloropercha. Needed sutures were 
placed. Subsequent vitality tests were nor- 
mal for all the other teeth, and, roentgeno- 
graphically, repair seems satisfactory. It may 
be noted that normal apposition of the apices 
of the lateral incisor and cuspid was finally 
obtained. 


CONCLUSIONS 


The simple technic for the treatment 
of periapically involved anterior teeth 
presented here takes into consideration 
the cleansing of the dentinal wall of the 
pulp canal and the removal of infected 
tissue that has developed externally from 
the apex of the tooth. In the present 
national emergency, it is important’ that 
there be an economy of time for the den- 
tist and for the patient. This method of 
management meets these requirements. 
It is based on surgical principles, not 
empiricism, and no chemicals are used 
to achieve the desired results. The 
method gives confidence in the treatment 
of pulp and periapically involved teeth 
that compares with the confidence en- 
joyed in other phases of dental surgery. 
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f HE Virginia State Dental Associa-’ mutual improvement, social intercourse 
i tion, founded in 1870, is the repre- and good will.” wi 
fk tative body of organized dentistry There was no statutory provision regu- ge’ 
¥ in Virginia. This association supersedes lating the practice of dentistry in 1870. att 
p the Virginia Society of Surgeon Den- While many practitioners were graduates ve 
" tists, which was established in 1842. The of a dental college, others prepared pr 
' continuity of these two organizations was _ themselves by serving only as apprentices. gil 
; interrupted by a series of events and this This state of affairs gave much concern it 
t breach continued until after the War to the leaders of the profession of that an 
p Between the States. time. In the by-laws of this association, wi 
f Article IX provided : “No member of the 
f FOUNDING OF THE ASSOCIATION Association shall take a student for a less | 
im Th ‘aati f Virgini _ term than two years, unless he shall have : 
thts studied dentistry with some other dental tin 
é ber 3, 1870, in the office of Ju dson B, Practitioner a sufficient length of time so an 
Wood, which was located at 721 East  * © make his term of pupilage equal to " 
Main Street. There were present at that two years, and shall agree to attend one a 
meeting three dentists who had also par- 8" 
ticipated in the organization of the Vir- f d By 
ginia Society of Surgeon Dentists in © Curing fe 
Richmond twenty-eight years before, R. tion reorganized its activities is the ad- a 
W dress of the first president, James F. in 
Theacketon d John G. Thompson, Fredericksburg, who, at the 
Wayt d second annual meeting, in Richmond, 
3 At the first meeting of this association, November 2, 1871, said, in part : in 
a constitution was adopted and in Article In accordance with our preconcerted rav 
3 III was the following: “The object of plans to inaugurate in a more formal man- rav 
this Association shall be to cultivate the ™T the Virginia State Dental Association we his 
$ Science and the Art of Dentistry, and all meet today in this proud old capital of the pul 
4 d mother of states, to lay upon the altar of auc 
evate an@ our Association renewed pledges of profes- in 
f sustain the professional character of sional fealty and respect. It is with much on 
dentists; and to promote amongst them pleasure that I greet you upon this occasion lie 
NS pee and beg to congratulate you upon the success wit 


"This paper, the paper by W. N. Hodgkin that is now about to crown the efforts of a 
on “The Virginia Society of Surgeon Den- determined few, who assembled here one 


z presented as a symposium on yore jn Our profession which should be the pride of Po 
Virginia at the Centennial Meeting of the dentist's heart. When we look ha 
| Virginia State Dental Association, Richmond, abroad upon this old Commonwealth which bu 
4 Va., April 6, 1942. ° but a few years ago lay torn, bleeding and an 
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impoverished, today stands forth in bright 
array full of hope and vigor. She garners in 
an abundant harvest and she sends forth 
her hardy yeomen and skillful artisans from 
every section of her borders to this her 
metropolis to lay upon her common altar 
the products of their genius and soil, and 
vieing in honorable competition for a prize, 
the reward of their labor and skill. 

Dr. Thompson concluded his address 
with the exhortation: “Thanking you 
gentlemen for your courtesy and kind 
attention, rest assured that it is my fer- 
vent desire that we may all live to be 
proud that we are members of the Vir- 
ginia State Dental Association and to see 
it eminently successful and prosperous, 
and an ornament to this proud old state 
whose name it béars.” 


THE PRACTICE OF DENTISTRY 


The development of dentistry is in- 
timately interwoven with the progress 
and growth of the nation as a whole. Its 
accomplishments parallel in many ways 
the technological inventions and scien- 
tific achievements. 

Mordecai, in his book “Richmond in 
By-Gone Days,” published in 1856, re- 
ferred to the early practice of dentistry 
in Richmond as follows : 

In the days of my boyhood, only one tooth 
drawer, who probably never heard the word 
dentist, did all the work and all the mischief 
in the dental line. Peter Hawkins was a tall, 
raw-boned, very black negro, who rode a 
raw-boned, black horse . . . he carried all 
his instruments, consisting of two or three 
pullikins, in his pocket. His dexterity was 
such that he has been known to be stopped 
in the street by one of his distressed breth- 
ren (for he was of the church) and to re- 
lieve him of the offending tooth, gratuitously, 
without dismounting from his horse. 

By 1870, rapid progress was being 
made in all phases. of dental practice. 
Porcelain teeth and vulcanized rubber 
had been introduced. Two great contri- 
butions by dentists—the discovery of the 
anesthetic properties of nitrous-oxide by 
Horace Wells, in 1844, and the introduc- 
tion of ether as an anesthetic agent by 


W. T. G. Morton, in 1846—were im- 
portant factors in this development. 

There was still prevalent in those days 
a remnant of that secrecy which per- 
vaded the profession of an earlier day. 
Men were hesitant to exchange ideas 
freely. At the meeting in 1873: 


Dr. Wayt stated that the reason more was 
not accomplished . . . was the lack of that 
fraternal feeling which should universally 
exist. Dr. Thackston in most well timed re- 
marks advised an entire obliteration of all 
jealous feelings and by consulting one an- 
other freely was the only true way to make 
steady progress. 


In spite of this, the proceedings of the 
association present a wide range of sub- 
jects which were discussed at the annual 
meetings : 


Dr. Steel, Chairman of the Committee on 
Mechanical Dentistry, made a report on that 
subject. He reviewed in brief the qualities 
of the several bases used for mounting artifi- 
cial teeth, was still of the opinion that there 
is not, never has been, nor ever will be any- 
thing superior to gold for this object, but 
the demand for something cheap was so 
great, the profession had been obliged to 
look around them for some material less 
expensive than gold or platina. Rubber had 
been and still was extensively used, but was 
objectionable on many accounts. Celluloid 
was now occupying the attention of the pro- 
fession and promised better results. [1874.] 

Dr. Turner spoke of the great necessity of 
trying to save the natural teeth, even the 
saving of the roots so as to avoid the use of 
rubber plates. [1884.] 

Professor Hodgkin did not believe that 
what is termed “rubber disease” existed per 
se but the real cause was that the palatine 
surface of the plate was not thoroughly pol- 
ished and then not kept thoroughly clean by 
the patient. 


Another essayist of that time stated at 
one of the meetings that “tobacco was 
a good disinfectant, especially desirable 
for bridgework.” 


THE FIRST DENTAL LAW 


The leaders in the profession were now 
much concerned about the necessity of 
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having a law enacted to regulate the 
practice of dentistry. In 1877, a com- 
mittee was appointed to draft a bill and 
present it to the state legislature. In 
1883, a bill was finally introduced. This 
was reported from the committee with 
the recommendation that it should not 
pass. It was not until 1886 that the 
first law regulating the practice of den- 
tistry in Virginia was passed. This law 
also provided for the first state board of 
dental examiners. In order to assist the 
board in its activities, the state associa- 
tion made financial appropriations from 
time to time to insure its effective opera- 
tion. 


DENTAL EDUCATION 


In spite of every effort to raise the 
professional standard of dentistry, there 
was continual increase in the number of 
poorly prepared practitioners. In 1870, 
the “rudiments of an English education” 
were required for admission, and the 
course in dentistry had advanced to two 
years of five months each. The number 
of dental societies multiplied at this time 
and the better educated dentists clam- 
ored for more exacting qualifications for 
practice. The era of apprenticeship was 
ending and, beginning about 1880, 
schools were founded in rapid succession. 

In 1885, W. W. H. Thackston reported 
for the Committee on Dental Literature 
and Education : 


He paid a high compliment to the general 
“make up” of the Southern Dental Journal. 
Of the dental colleges he saw nothing to 
suggest, except a faithful and conscientious 
observance and enforcement of their laws 
and rules, and the prompt and final aban- 
donment of the mischievous absurdity of 
matriculating applicants for the lecture 
terms, who present but the single qualifica- 
tion of “cash in hand” to pay for tickets of 
admission. 


Several years later (1896), H. W. 
Campbell reported for the Committee 
on Dental Education and Licensure, in 
part as follows : 


It would seem then that a certain degree 
of preparation is essential in entering what 
we call professional life. I believe it is per- 
fectly right and proper to place certain 
restrictions on that far too numerous class 
of persons who arrogate to themselves the 
right to judge of their fitness to enter any 
profession, and with effrontery, born of ig- 
norance, knock unhesitatingly for admission 
at the door of any profession. 

As early as 1898, L. M. Cowardin sug- 
gested that it would be desirable for den- 
tists to have the M.D. degree. In 1906, 
Frank W. Stiff read a paper on “Abolish 
the Dental Degree! ! Why? How?” This 
precipitated a discussion which was car- 
ried through several successive meetings. 
In 1907, the state association appointed 
a committee to work with a similar com- 
mittee from the Richmond Dental So- 
ciety, to exert every effort to have a law 
passed requiring the M.D. degree before 
licensure to practice dentistry. There 
was a sharp division of opinion, but 
those who advocated the M.D. degree 
as prerequisite for the practice of den- 
tistry were successful in having a law 
enacted in 1910, making the provision 
that those who planned to practice this 
profession in Virginia on and after 1914 
must have the degree of doctor of 
medicine. 

We must recall that, at that time, the 
requirement for the study of dentistry 
was graduation from high school. The 
dental course was three years. The 
Virginia law at that time did not require 
a dental degree for permission to take 
the examinations of the state board. 
Some were successful in obtaining a 
license although they had not gradu- 
ated from a dental college. 

There were dental departments in the 
Medical College of Virginia and in the 
University College of Medicine. Neither 
school made definite plans to meet the 
provisions of the new law which had 
been enacted providing for the M.D. 
degree for dental graduates. The law 
was repealed in 1914, before its provi- 
sions became operative, and a new law 
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was passed which met the requirements 
of the time and satisfied most of the pro- 
fession. I am sure that the progressive 
leaders of that day would be highly 
pleased with the advances made in re- 
cent years in dental education and would 
be satisfied that their objectives of a 
higher educational and professional level 
have been attained in the autonomous 
growth of the dental profession. 


ANNUAL MEETINGS 


During the past seventy-two years, the 
state association has had an active and 
busy existence. By order of the president 
of the association, no meeting was held 
in 1876, but no reason was given in the 
proceedings for.this action. The tenth 
annual session convened in Charlottes- 
ville, August 19, 1879, but since a quo- 
rum was not present, the meeting ad- 
journed. The twelfth annual meeting 
scheduled for Richmond in December 
1881 was cancelled because of an epi- 
demic of smallpox at that time. Annual 
sessions have been held regularly since 
that date. The association was incor- 
porated by an act of the state legislature, 
January 14, 1890. 

Coincident with the growth and de- 
velopment of the Virginia State Dental 
Association was the founding of the 
Southern Dental Association, in Atlanta, 
Ga., July 28, 1869. While that organiza- 
tion was a sectional group, as its name 
implies, it became more nearly national 
in scope through its services to the con- 
federate states during the period of re- 
construction. The Southern Dental As- 
sociation met regularly and continued 
its effective service for twenty-eight years. 

The Virginia State Dental Association 
was host to the Southern Dental Asso- 
ciation in Richmond in 1872. The min- 
utes of the Virginia Association show 
that its members entertained the “South- 
ern Dental Association by a trip up the 
canal and a supper at the Pump House.” 
The Virginia Association met jointly with 
that organization at Old Point in 1887 


and again in 1894 and 1887. In 1913, 
the organization became the Southern 
Branch of the National Dental Associ- 
ation, and its meeting was held with the 
Virginia State Dental Association at Old 
Point in that year. Virginia contributed 
three presidents to the Southern Dental 
Association: H. M. Grant, of Abingdon, 
in 1873; W. W. H. Thackston, of Farm- 
ville, in 1887, and E. P. Beadles, of Dan- 
ville, in 1888. 

May 6, 7 and 8, 1897, the Virginia 
State Dental Association held a triunion 
meeting with the Maryland State Dental 
Association and the District of Columbia 
Dental Society at Old Point. In August 
of the same year, the Association met 
again at Old Point for its regular annual 
meeting and for a joint session with the 
American Dental Association and the 
Southern Dental Association. It was at 
that meeting that the last two organiza- 
tions amalgamated to form the National 
Dental Association in 1897. 

The thirty-eighth annual session of 


this association was held at the James- . 


town Exposition, September 9-12, 1907, 
as a part of the Jamestown Dental Con- 
vention, which was a national congress of 
the dental profession. George F. Keesee, 
Richmond, was secretary-general of the 
congress. Other Virginians on the Com- 
mittee on Organization included Frank 
W. Stiff, Richmond; H. Wood Camp- 
bell, Suffolk, and R. H. Walker, Norfolk. 
William Pilcher, of Petersburg, was Vir- 
ginia chairman for membership, and 
Richard L. Simpson, of Richmond, was 
state chairman of clinics. 

In 1913, the National Dental Asso- 
ciation reorganized on a plan whereby 
the several state societies became com- 
ponent units of the parent organization. 
The same year, the Virginia Association 
voted to become an integral part of the 
national organization. This association 
is now organized on component units and 
the state is geographically subdivided 
into eight district societies. 

It is of interest to record that the 
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American Dental Association held three 
annual meetings in Virginia at Old Point, 
in 1894, 1897 and 1900. The National 
Association of Dental Examiners held 
four sessions at Old Point, 1894, 1897, 
1900 and 1909, and Virginia contributed 
three presidents to that organization. 
H. Wood Campbell, Suffolk, in 1906; 
John P. Stiff, Fredericksburg, in 1913, 
and W. N. Hodgkin, Warrenton, 1940. 

It is also noteworthy to point out that 
the Dental Educational Council of 
America was organized in 1909, at a 
meeting held at Old Point. That council 
has had a salutary effect upon dental 
education, and its record of achievement 
marks an epoch in the annals of den- 
tistry. Its function and activities have 
now been taken over by the Council on 
Dental Education of the American Den- 
tal Association. 


DENTIST ON STATE BOARD OF HEALTH 


Of particular significance to this 
group is the recognition that Virginia 
has received in being the first state, as far 
as we know, the state legislature of which 
provided for appointment of a dentist on 
the state board of health. To the late 
H. Wood Campbell belongs the credit 
for being responsible, in a large measure, 
for this law, which was passed in 1916. 
Guy R. Harrison was the first appointee 
as the dental representative on the Vir- 
ginia State Board of Health. He has been 
reappointed by every succeeding gover- 
nor and has served continuously for 
twenty-six years, with distinction to him- 


self and honor to the profession for his 
many contributions to public health in 
general. 

This association has held two meet- 
ings outside of the state. In 1895, the 
association met at White Sulphur 
Springs, W. Va., and, in 1923, it met 
jointly with the North Carolina State 
Dental Society at Pinehurst, N. C. In 
1926, the North Carolina State Dental 
Society met jointly with this association 
in Richmond. In 1932, this organization 
met with the West Virginia State Dental 
Society at Winchester. 

In the period under review, our whole 
social, scientific and economic life has 
undergone a complete metamorphosis. 
This era was characterized by the intro- 
duction of many new inventions affecting 
life in general. The telephone, electric 
lighting, the trolley car, the automobile, 
motion pictures, the x-rays, the airplane 
and the radio have materially influenced 
our daily lives. Dentistry, too, has been 
notable in its achievements. In 1870, 
there were 196 dentists in Virginia. To- 
day, there are 896 resident registered 
dentists in the state. Dental education, 
dental literature and dental organizations 
have been and are important factors in 
this march of progress. The Virginia 
State Dental Association and its pred- 
ecessor, the Virginia Society of Sur- 
geon Dentists, are beacon lights in the 
progress and development of this great 
profession. The accomplishments of the 
past are a challenge to the future. 

410 Professional Building. 
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THE SOUL OF DENTISTRY IS MARCHING ON* 


By J. Ph.D., New York, N. Y. 


I 


HEARTILY congratulate Virginia 

dentists on the distinction of being 

the professional descendants of those, 
in the “Old Dominion,” who organized 
the first state dental society in America ; 
established the first incorporated dental 
society in the world ; and brought about 
the first legislation placing dental in- 
terests under the control of the organ- 
ized dental profession. I am very happy 
to participate in your centennial anni- 
versary of these very significant events 
of the years when dentistry was awak- 
ening to the call of its professional 
destiny. 

Felicitation is the keynote in the cele- 
bration of a centennial anniversary. But 
such a celebration also occasions com- 
prehensive review of historic events, in 
appraisal of their character and relative 
importance, in appreciation of their pres- 
ent significance and influence and in an- 
ticipation of trends that may flow from 
them in the years to come. The very 
interesting reviews in the papers by Drs. 
Hodgkin and Bear presented valuable 
historical summaries. In reflecting on 
the theme that might usefully be se- 
lected for the present paper, there 
passed before my “‘mind’s eye” a moving 
picture of a procession of events in the 
history of dentistry—a picture that I 


*This paper, the paper by W. N. Hodgkin 
on “The Virginia Society of Surgeon Den- 
tists” and the paper by Harry Bear on “His- 
tory of the Virginia State Dental Association 
from 1870 to 1942” were presented as a 
symposium on dentistry in Virginia at the 
Centennial Meeting of the Virginia State 
Dental Association, Richmond, Va., April 6, 
1942. 
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examine very often. In that picture, I 
see dentistry moving steadily forward on 
a long and difficult path through suc- 
cessive stages of excellence and benef- 
icence in health service. I see dentistry 
as a profession that has high ideals, im- 
portant duties, special opportunities; a 
profession that has identity, personality, 
self-respect, responsibility, solidarity, con- 
tinuity—a soul. That the title of this 
paper represents, for me, a persuasive 
reality may be indicated by the follow- 
ing comment that I made six years ago: 


Years ago when, proceeding along the 
route of biochemical research, I had oc- 
casion to make myself intimately acquainted 
with dentistry, my observations and reflec- 
tions led me promptly to do what every 
dentist should—I realized the full signifi- 
cance of dentistry, and idealized it as a 
philosophy and as a procedure in public 
service. Idealization of the dental profession 
has literally wound me up and keeps me 
going. I respect dentistry as one of the most 
useful, effective, and desirable agencies for 
the promotion of comfort, health, and wel- 
fare. I admire dentistry for its nobility of 
purpose; its efficiency in procedure; its value 
in achievement; and its progressive effort, 
through self-examination and self-criticism, 
continually to make itself better and more 
serviceable. My appreciation of the dental 
profession as it exists today, my faith in its 
future, my wish for its cumulative support, 
and my desire to see it fully esteemed every- 
where at its true value, are among the senti- 
ments that hold my abiding active interest. 
When, therefore, I offer opinions regarding 
dentistry . . . my comment, right or wrong, 
arises earnestly from the complex of these 
ideals, sentiments, and aspirations relating to 
the advancement of your profession.? 


1. Ann. Dentistry, 3:116, September 1936. 
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II 


Dentistry became an organized pro-— 


fession a hundred years ago, when in- 
spired leaders — among them Virginia 
dentists—created the first dental journal 
(1839), the first national society of 
dentists (1840) and the first dental col- 
lege (1840). Within a period of a few 
months, constructive leadership such as 
had never before appeared among den- 
tists laid the enduring foundations of 
publication, of organization, and of edu- 
cation, on which has been based the 
ensuing evolution of the organized dental 
profession. 

In my interpretation of the events of 
this great era in dental history, the 
decisive factors in the minds and hearts 
of the leaders—the inspiring influences 
that impelled organized dentistry onward 
in this evolution — were intelligence, 
courage, conscientiousness, publicspirit- 
edness, aspirations in personal achieve- 
ment and ideals of service. The records 
of this era present many evidences in 
support of this opinion. Thus, as Dr. 
Hodgkin stated in his paper, the first 
business at the meeting of organization 
of the Virginia Society of Surgeon Den- 
tists (1842) was the adoption of a reso- 
lution containing these basic concepts : 


Dental science would be greatly benefited 
and advanced, and the interests of its prac- 
titioners and of the community at large pro- 
moted, by the formation of a state society 
for the purpose of uniting the energies of 
the profession to distinguish and reward 
merit and to discountenance and expose 
quackery and charlatanism .. . 


This resolution was literally an em- 
bodiment of the “decisive factors” which, 
I have suggested, were collectively the 
mainspring of the national movement. 

A superficial reading of the history 
of the “amalgam war,” to which Dr. 
Hodgkin referred, might suggest that, 
during that conflict, these “decisive fac- 
tors” were no longer dominant in dental 
leadership. It seems obvious now that 


these “inspiring influences” were tem- 
porarily ranged on opposite sides of a 
problem that then was very perplexing. 
It is evident that the “amalgam war” had 
a devastating effect on the morale of the 
leadership for a long period in the early 
years of the new dentistry. It is also clear 
that that “war” was due essentially to a 
conflict in professional idealism. between 
the leaders who regarded amalgam as a 
device and the support of charlatanry, 
and the leaders who, adhering to ideals 
of professional freedom, believed that 
amalgam, despite its origin in disrepute, 
could be used in worthy service for the 
patient. Time healed the wounds of 
disagreement and revealed the realities 
for restored understanding. Unfortun- 
ately, the rate of progress in the evolu- 
tion of organized dentistry had been 
retarded. But a reunited leadership, ani- 
mated by the “decisive factors” to which 
I have alluded, turned dentistry’s steps 
forward on the truly professional path, 
which, with occasional digressions and 
temporary halts, has been followed ever 
since. 


III 


When we give attention to “things as 
they are,” we see that the “decisive fac- 
tors” that initiated the evolution of or- 
ganized dentistry have not lost their 
potency. For the sake of directness and 
brevity, let us note current general con- 
ditions, and some of the steps thereto, in 
three of the activities which have pro- 
moted the progress of organized den- 
tistry; namely, organization, journalism 
and education. 

Dentistry is now more comprehensively 
and effectively organized than the most 
optimistic founders of the first national 
and state bodies could have anticipated. 
National, state and local societies of 
practitioners are supplemented by asso- 
ciations of schools, examiners, researchers 
and editors; also by fraternities, honor- 
ary societies and many other special 
organizations. Collectively, these bodies 
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are animated by, and serve in, the pro- 
fessional spirit voiced in the Virginia 
resolution adopted in 1842—to benefit 
and advance dental science, to promote 
the interests of the practitioners and 
also of the community at large, to 
distinguish and reward merit, to dis- 
countenance unworthiness. The effective- 
ness of the organization of dentistry is 
attested by this comment in a statement, 
prepared for publication in the next issue 
of the Journal of the American College 
of Dentists by an. informed layman, 
Dr. Wilmer Souder, of the National 
Bureau of Standards : 


Few professions maintain better services 
than those supplied. by the American Dental 
Association and its component organizations. 
Texts and journals are available in abun- 
dance. Special services are supplied as 
needed. The Research Commission of the 
American Dental Association has affiliations 
which enable it to prove or to disprove state- 
ments regarding technics; to test restorative 
materials; and to list, by trade name, those 
materials which are known to be safe. The 
Council on Dental Therapeutics guides the 
profession safely through the allurements of 
periodic exploitations, past noisy enthusi- 
asms, and over the entangling confusions 
always associated with real or imaginary 
developments in the field of dental therapy. 
The honorary and specialized organizations 
offer many additional opportunities for the 
enhancement of the professional status. 


In dental journalism, development has 
been analogous to that of the number 
and kinds of organizations of practi- 
tioners. For a time, unfortunately, sup- 
ply-house periodicals weakened the early 
attempt to sustain professional dental 
journalism. Fortunately, a return to the 
professional ideals of the American Jour- 
nal of Dental Science (1839-1860) has 
been actively in progress during the past 
three decades. Today, proprietary peri- 
odicals have been almost completely 
superseded by journals conducted under 
the auspices of dental societies—journals 
which represent professional integrity, 
fidelity and responsibility, and which 


merit public respect as truly professional 
both in character and in function. The 
American Association of Dental Editors, 
organized in 1931, consisting of repre- 
sentatives of non-proprietary journals, is 
dedicated to continual efforts to improve 
the quality of dental journalism. 

There was one dental college in 1840. 
Now there are thirty-nine dental schools, 
each of which is non-proprietary and 
nearly all of which are integral parts of 


‘larger educational institutions. For about 


sixty years, associations of dental teachers 
and faculties, appropriately influenced 
by tie requirements of the boards of 
examiners that legally represented the 
states, and aided simultaneously through- 
out the latter half of this period by offi- 
cial councils on dental education, have 
coordinated the plans in undergraduate 
dental education, have continually fur- 
thered improvement in the instruction 
to prepare effectively for the duties of 
dental practice and have made educa- 
tion for dental health-service eminently 
successful. The American Association of 
Dental Schools, organized in 1923 by 
amalgamation of several associations, is 
actively engaged in promoting advance- 
ment in all aspects of dental education. 

Although in this review lack of time 
necessitates brévity and omissions, one 
additional outstanding condition of con- 
structive influence, closely related to edu- 
cation, should be emphasized. An im- 
portant factor in dentistry’s development, 
which, although not included among the 
formal projects of the founders of or- 
ganized dentistry, was implicit in their 
objectives, has been achievement in den- 
tal research. Research is effort, by any 
effective means, to establish new knowl- 
edge for the promotion of more nearly 
perfect understanding, or for the estab- 
lishment of more advantageous condi- 
tions or procedures. Among the most 
distinguished achievements in research in 
any field, and second to none in human 
beneficence, were the studies, experiments 
and findings in dental research that en- 
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abled dentists Wells and Morton, during 
the first decade of organized dentistry, to 
give to mankind the boon of general in- 
halation anesthesia, which by one agency 
or another has been a routine surgical 
procedure ever since. 

For many years during the develop- 
ment of organized dentistry, research, al- 
though conducted with great success by 
a few eminent workers, had not become 
a general influence. During the decade 
ending in 1920, the creation of the Re- 
search Commission of the American 
Dental Association, the establishment of 
the Journal of Dental Research and the 
organization in this country of the Inter- 
national Association for Dental Research, 
each expressive of high professional 
ideals, collectively gave the stimulus to 
interest and developed the momentum 
in effort that have been carrying dental 
research steadily forward with cumula- 
tive success. An increasing number of 
dentists, dental teachers and workers in 
biologic and other sciences are now mak- 
ing research an increasingly constructive 
force in dental progress. 


IV 


“The soul of dentistry is marching on.” 
Is it continuing on the route along 
which dental history hag been proceed- 
ing? Does dentistry seem to be threat- 
ened by any special dangers? Turning 
from retrospect to prospect, I select for 
discussion two general conditions, of 
which one appears to be both an obliga- 
tion of, and an opportunity for, den- 
tistry. The other seems to endanger the 
welfare of the dental profession. 

Progressive dentistry, which has grown 
steadily and achieved worthily, has a 
great continuing obligation in public 
service. Dentistry, which has demon- 
strated its competence to meet its re- 
sponsibilities, may be reasonably expected 
to perform all its duties with distinction. 
In this faith I believe that the outstand- 
ing obligation of, and opportunity for, 
organized dentistry is to endeavor, more 


effectively than ever, by a plan of its 
own design that would be more inclusive 
than any now in operation, to assure the 
beneficence of dental health care for 
every person when in need of it. Official 
statistics indicate, in general terms, that 
at present 22 per cent of the people in 
this country receive needed dental health 
care; that 58 per cent do not receive it, 
but are able to pay for it; and that 20 
per cent do not receive it and are un- 
able to pay for it. These conditions, and 
their consequences, raise many pertinent 
questions, such as these: Is the dental 
profession as an organized body actively 
endeavoring, in accord with its humani- 
tarian objectives, to perfect plans for 
public adoption by which the 58 per cent 
and 20 per cent groups of the population 
may receive the dental health care that 
they need? Are the individual members 
of organized dentistry giving this urgent 
matter the attention that it requires? 
What action in this relation do you of 
this state suggest to the American Dental 
Association? Is the official leadership of 
organized dentistry responsive to the 
expressed convictions of the constituent 
members? Are the uncertainties and 
difficulties in this situation so great or 
puzzling that the leadership of organized 
dentistry is unable to propose a practical 
solution of this problem, and thus is 
affording opportunity for social econo- 
mists, political officials or others to tell 
the dental profession what it must do, 
and when and how? What, if anything, 
is lacking—ideals or attention or in- 
genuity ? 

In pressing ideals upon your attention, 
am I talking like an impractical vision- 
ary? Before you answer “Yes” to that 
question, listen to what may be said 
on the significance of ideals: 


An ideal is something that exists only in 
idea. It is a standard of desire, a model of 
perfection. It cannot be fully attained. Yet 
as a conception, as an ultimate goal, as a 
vision of reality, an ideal in responsive per- 
sonalities may encourage, influence, and 
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bring about the highest forms of behavior and 
achievement. Although ideals exceed reality, 
they are paradoxically the highest forms of 
reality! Ideals are the basis of justice, the 
foundation of generosity, the mainspring of 
altruism, the justification of a profession. 
One never hears of ideals of selfishness, in- 
justice, meanness, cruelty, or of any quality, 
condition, or objective that is not ittherently 
ennobling. Familiar quotations come to 
mind: “Our ideals are our better selves.” 
“What is left when ideals are lost?” 
One of the poets of antiquity wrote the 
immortal line: “Where there is no vision, 
the people perish.” It may be said, with 
equal truth: where there are no ideals, pro- 
fessions decay.1 


The ideals that animate the questions 
I have raised do not suggest a particular 
plan for the solution of the stated prob- 
lem. But these ideals persuade me to 
continue to urge the need for construc- 
tive effort to meet the responsibility now 
clearly devolving upon organized den- 
tistry. These ideals lead me to suggest 
some basic principles that should char- 
acterize prospective plans for the ex- 
tension of dental health care to all who 
need it : 

(a) All plans for this desirable exten- 
sion of dental health service should be 
based on the Golden Rule, applied 
equally to patients and to practitioners. 

(b) The more exacting a health-serv- 
ice profession may be, in its demands 
upon the time, attention and ability of 
the practitioner, the greater should be 
that profession’s assurance of remunera- 
tion sufficient to maintain the competent 
practitioner in a degree of physical com- 
fort and economic serenity to enable him, 
when reasonable in his requirements, to 
perform his professional service ef- 
ficiently. The public welfare requires 
that those who devote themselves faith- 
fully to the work of a profession shall 
be able to do so contentedly. This is one 
aspect of the Golden Rule. 

(c) There is another aspect, for the 
Golden Rule is not unilateral in its ap- 
plication. The humanitarian purpose of 
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dentistry implies that dentists not only 
individually, but also collectively, as an 
organized profession, will endeavor to 
bring about public and professional con- 
ditions that jointly, in fairness to all con- 
cerned, would extend ample dental 
health-care to all who need it. 

(d) The majority of the population 
who do not receive needed dental health- 
care, but are able to pay for it, should 
be given, through the agency of depart- 
ments of health or other distinterested 
sources, recurrent evidence of (educa- 
tion on) the importance of obtaining 
systematically the benefits of dental 
health care. 

(e) adequate plan for public 
financial assistance should be devised, 
and urged by the dental profession for 
public adoption, to support dental health 
care for the minority of the population 
who are unable without help to pay 
for it. 

(f) The dental profession, by action 
and guidance, should achieve universal 
distribution of ample dental health care 
as a welcome opportunity in voluntary 
service, rather than, after excessive delay 
in action, as a task in political servitude. 

(g) Inseparably associated with these 
obligations of the dental profession are 
two others of related and special impor- 
tance. Prevention of all dental disorders 
is the ideal of ultimate dental health care. 
The dental profession will continue de- 
votedly to make its service as effective as 
possible with the most useful means avail- 
able. While eagerly awaiting the day 
when complete prevention will be attain- 
able, the profession should actively en- 
courage and support promising efforts to 
establish new knowledge and better pro- 
cedures to that end. Applications of use- 
ful new truth and inventive adaptations 
of better means are essential for profes- 
sional development, and these are fruits 
of research. 

(h) While awaiting the discovery of 
more complete means for the prevention 
of dental disorders, the dental profession 
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should focus its attention upon the den- 
tal welfare of children. The public 
should be intimately informed about the 
advantages of protective dentistry in 
early childhood as assuring prolongation 
of the health and functions of the teeth, 
and also of the gencral health, of all 
who receive such service. 


Vv 


The second of the general conditions 
reserved for discussion—the one that 
seems to endanger the welfare of the den- 
tal profession—is the recurrently ex- 
pressed desire that the dental profession 
be discontinued and that dental health 
service be conducted or directed by 
physicians. During the past century, 
there have been numerous proposals 
that dentistry, or a portion of it, be 
made a specialty of medical practice. 
You will recall that Dr. Bear’s paper 
contained an allusion to a phase of this 
situation in Virginia, culminating in the 
enactment in 1910 of a law requiring 
admission to dental practice to be based, 
in and after 1914, on education leading 
to the M.D. degree, a law that was re- 
pealed before it became effective. As a 
rule, such proposals have been made by 
dentists, not by physicians. The latest 
step in this direction, the new dental 
program at Harvard University, is an 
exception, having been formulated by a 
committee consisting chiefly of phy- 
sicians, one of its dental minority dis- 
senting. 

As an introduction to a discussion of 
this situation, a few direct allusions to 
personal experience may be useful. Dur- 
ing the academic year 1921-1922, in 
visiting each dental school in the United 
States and Canada, whole-time attention 
was given to and whole-hearted interest 
taken in dental education and its public 
responsibilities. During that year of visi- 
tations, I concluded that the term 
“health service,” and the enlarged im- 
port I then assigned to it, would provide 
a broad basis for the ultimate solution 


of the problems of medicodental rela- 
tionships. “Health service,” a neutral 
term, avoids partisan implications. Four 
years later, this conclusion, strengthened 
by the results of preliminary applications 
and by further experience in the desig- 
nated study, was incorporated in the Car- 
negie Foundation’s Bulletin on Dental 
Education (1926). To prevent confusion 
or uncertainty regarding the enlarged 
import of that term, it was stated in the 
bulletin that “health service” was used, 
in a non-technical sense, to signify the 
following conditions: “Any and all pri- 
vate and public means to maintain or to 
promote health, to prevent disease, to 
restore health by treatment and cure of 
sickness, and to alleviate the discomfort, 
distress and disability of incurable ill- 
health.” It was explained also that, in 
this use of the term, “public-heaith ad- 
ministration, education for the preven- 
tion of disease, medicine, dentistry, nurs- 
ing and pharmacy are_ important 
divisions of health service.” 

Among the general conclusions in the 
report to the Carnegie Foundation, based 
on this enlarged concept of “health serv- 
ice,” were these on medicodental rela- 
tionships : 


Dentistry is an important division of 
health service relating directly to the teeth 
and closely adjacent oral tissues, and in- 
directly to other parts of the body, to 
the organism in general, and to the trans- 
mission and prevalence of some communi- 
cable diseases. 

The unusual mechanical and esthetic de- 
mands upon dentistry have fully justified 
and continue to require its active develop- 
ment as a separately organized profession. 

Dentistry, in the quality and efficiency of 
its service to the patient, should be made the 
full equivalent of an oral specialty of the 
practice of medicine. 

Dentistry can be effectually and econom- 
ically developed to the full service-equiva- 
lence of an oral specialty of the practice of 
medicine through extension and improve- 
ment... of that system of dental education 
which, though separate from medical edu- 
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cation, is closely related to it and should be 
more intimately associated with medical 
schools, hospitals, and dispensaries. 

[For] full attainment of [this] service 
equivalence [there should also be] establish- 
ment of dental service including dental in- 
terneships in hospitals, and of dental infirm- 
aries in the out-patient departments; and the 
proper use of these clinical resources and 
opportunities not only for the instruction of 
undergraduates, but also for the promotion 
of graduate work. 

In this view of an enlarged dentistry, its 
practitioners, instead of examining only the 
teeth and mouth of a patient, as is now 
usually the case . . . would also suitably 
enquire into and keep careful records of the 
state of the patient’s health, particularly as 
it affects or is modified by conditions of the 
teeth and mouth. Dentists . . . would also 
recognize and note the significance of out- 
standing symptoms of systemic disease, and 
warn or advise the patient accordingly, or 
explain his need for a physician’s attention; 
and could effectively discuss, with a physi- 
cian, the oral conditions in their relation to 
a patient’s general welfare. 


The foregoing conclusions on the fur- 
ther autonomous evolution of dentistry 
were published sixteen years ago. Den- 
tistry, as I continue to envisage it, is a 
natural division of health service. In this 
country, dentistry, owing to intrinsic 
merit, has grown into a separately or- 
ganized profession that is steadily be- 
coming stronger and worthier. While re- 
taining its independence and freedom, it 
should be made the service equivalent of 
the best possible oral specialty of medical 
practice, without any extensions or in- 
trusions into medical practice, and 
brought, in public duties and in private 
relationships, into the closest attainable 
mutual accord and cooperation with all 
other divisions of heath service. This is 
a program in which individual self- 
respect, general tolerance, professional 
cooperation and public benefit are 
effectually blended. In dentistry’s rela- 
tionships with all other professions, the 
ideals of independence with interdepend- 
ence and coordination without subordi- 
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nation merit your allegiance because they 
guard your self-respect, fortify your 
professional purposes and opportunities 
and guide you into useful correlations in 
public service. The relations among the 
health-service professions should be those 
of fraternal accord. Physicians should be 
as elder brothers to dentists—a very be- 
coming relationship, in mutual esteem, 
confidence, good-will and cooperation, 
in the health-service family. 

All suggestions that dentistry be made 
a specialty of medical practice should be 
examined in the light of this crucial 
question: Would the conversion of den- 
tistry into a specialty of medical prac- 
tice make dental health service more 
efficient than it is, and will be, as the 
major responsibility of a separately or- 
ganized and growing profession? As a 
layman having intimate associations 
with, and deep respect for, each pro- 
fession, and after thorough studies of all 
the related proposals, including the 
latest, I feel that the answer to this 
question, in the public interest, is no. 
My reasons for this negative conclusion 
include such insistent realities as those 
that are indicated below: 

(1) Dental health service requires 
kinds and degrees of attention, skill and 
physical effort that are remote from the 
interest and aptitude of those who com- 
monly elect to engage in medical prac- 
tice. These conditions in dental health 
care account for the fact that the medi- 
cal profession has been traditionally un- 
concerned about dental disorders and 
continues to be inattentive to dental 
health care. 

(2) The requirements in dental 
health service that have been unattrac- 
tive to physicians are due, in the main, 
to the relatively non-dynamic nature of 
the teeth. Fully formed human teeth, 
unlike other parts of the body, exhibit 
this remarkable coordination of non- 
dynamic qualities: (a) Teeth do not 
produce within themselves any material 
that, passing from them into the circula- 


2194 THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


tion, is useful elsewhere in the body. 
(b) Teeth are feebly or wholly un- 
responsive to systemic therapeutic treat- 
ment. (c) The main mass of a tooth is 
a dense and hard mineralogic structure, 
in which metabolic activity and powers 
of self-repair are slight or absent. (d) 
Teeth participate directly in the per- 
formance, by transmission, of a high- 
pressure function. (e) Teeth may be 
removed without serious injury. (f) 
Artificial substitutes may be functionally 
adequate. Dentistry’s success in arti- 
ficially repairing, and in providing func- 
tionally adequate substitutes for, teeth— 
which can be accomplished for very few 
parts of the body—has helped to mini- 
mize the interest of physicians in dental 
health care. 

(3) These coordinations of non- 
dynamic qualities account (a) for the 
inability of fully formed permanent 
human teeth effectively to repair trau- 
matic injury, to replace material removed 
in functional use or to repel bacterial 
invasion; also (b) for the impressive 
facts that permanent teeth, owing to the 
relatively inactive metabolism in their 
solid portions—their biologic defenseless- 
ness—are more commonly destructively 
diseased, from early childhood in civi- 
lized man, than any other part of the 
body, and their diseases cannot as a rule 
be cured, even in periodontal aspects, by 
measures commonly used by physicians 
in the therapy of many maladies. These 
anatomic, physiologic and pathologic re- 
lationships, and the associated reparative, 
restorative and substitutive procedures in 
dental practice, have given teeth a 
unique position in health service. These 
conditions account for the fact that, 
owing to the ensuing intricate and exact- 
ing mechanical requirements in the 
treatment of dental disorders, the num- 
ber of dentists in active practice in this 
country is approximately half the num- 
ber of physicians, including all the 
specialists of medical practice. This 
division of health-service functions ac- 


cords with the principle that separate 
organization assures intensive and sus- 
tained attention to objectives, interests, 
or causes that would not be effectively 
furthered without such special collective 
effort. 

(4) Until research reveals ways and 
means to prevent dental disorders, and 
until prospective discoveries provide pro- 
tective procedures that are not mechan- 
ical in character, the routine technical 
requirements of professional dental 
health care will presumably continue 
to be chiefly mechanical in quality. 
Exceptions related to the tissues that 
support the teeth do not alter this 
prospect. 

(5) The proposals to convert den- 
tistry into a specialty of medical practice 
always convey. the suggestion, or the 
implication, that the physicians who 
would thus practice dentistry would 
learn what should be done, but would 
instruct others to do most or all of the 
ensuing intra-oral handwork, in at least 
the so-called “simple procedures.” This 
conception overemphasizes the impor- 
tance of a wide range of medical informa- 
tion that is superficial, irrelevant or im- 
material in dental health-care, and it 
also underestimates the value of precise, 
relevant and skilful procedures, for den- 
tal conditions requiring treatment, which 
ordinarily are not applicable to disorders 
in other parts of the body. 

(6) Suggestions that dentistry should 
be made a specialty of medical practice 
are usually based on these assumptions : 
(a) The professional education for den- 
tal practice, as now conducted in the 
dental schools, does not prepare the 
graduates adequately for the perform- 
ance of their functions. (b) The instruc- 
tion leading to the M.D. degree, instead, 
would assure complete proficiency in 
dental health care. The following 
quotations from recent authoritative 
medical publications present information 
that is commonly ignored by those who 
express these assumptions : 
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(A) COUNCIL ON MEDICAL EDUCATION: AMER- 
ICAN MEDICAL ASSOCIATION; MEDICAL EDUCA- 
TION IN THE UNITED STATES (1934-1939) 


Realizing that there was no limit to the 
various types of training and experience 
which would be advantageous to the prac- 
tising physician, and appreciating the futility 
of attempting to include even a small per- 
centage of these in the four-year undergradu- 
ate medical curriculum, medical educators 
[recently] began to study carefully the abso- 
lute essentials to a sound foundation for a 
career in medicine. . . . All of this . . . is 
merely evidence of a recognition of the 
breadth of the field of medicine and of the 
limitations of any formal educational pro- 
gram. . . . No attempt is made to have a 
student during the undergraduate course 
cover the entire. field of medicine or even 
consider completely such specific subjects as 
anatomy, physiology or pathology. The 
higher ranking schools merely seek to have 
their students build a sound foundation for 
future development in their careers in med- 
icine. (Page 80.) 


(B) DR. LEWIS H. WEED: PROFESSOR OF ANAT- 

OMY AND DIRECTOR OF THE MEDICAL SCHOOL 

OF JOHNS HOPKINS UNIVERSITY, AND A MEMBER 

OF THE COMMITTEE THAT FORMULATED THE NEW 

DENTAL PROGRAM AT HARVARD UNIVERSITY; 
J. ASSOC. AM. MED. COLLEGES, 1939 


Everywhere throughout medical schools 
today, there is realization that in any of the 
prescribed divisions of instruction the student 
has time merely for an initial survey of the 
subject matter of that branch of medical 
knowledge. The fund of information is too 
large in every one of these subjects: the 
student can, at best, obtain merely the bio- 
logical philosophy of the subject, hardly the 
pertinent details. He learns in a preliminary 
way the manipulative procedures employed 
in the field for the acquisition of knowledge, 
but the acquirement of technical skills is 
postponed in this educational process to the 
intern-resident years, or to the years as labor- 
atory assistant. Our four-year medical course, 
therefore, becomes a preliminary canter 
across a wide and rugged field. The student 
acquires a general comprehension and a 
philosophy in each course rather than a great 
body of specific knowledge and a mastery of 
technical procedures. (Page 287.) 
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The system of medical education that 
is thus commended, if used as a basis for 
dental practice, would teach the prospec- 
tive physician-dentist much that is in- 
cluded in the theoretical foundations of 
medical practice, but would postpone to 
postgraduate years his training in the 
technical procedures relating to the teeth 
that he himself might apply to his pa- 
tients. This would seem to be a direct 
route to the well-known inadequacies of 
“European dentistry.” 

It is obvious that the essential educa- 
tion for any profession should include 
acquisition of basic knowledge of the 
fundamental sciences, attainment of a 
scientific point of view, encouragement 
of initiative, inculcation of efficient 
methods of work and a solid foundation 
for self-instruction throughout a career. 
The suggestion that dental faculties are 
deficient in developing these essentials in 
their students, and that education for 
dental practice would be perfect if in- 
cluded in medical education, prompts 
special attention to the following ad- 
ditional quotation from the Medical 
Council’s report on “Medical Education 
in the United States (1934-39)”: 

[At present] more than 98 per cent of the 
graduates [of the medical schools] devote 
from one to five or more years to securing 
additional training in the hospitals and med- ' 
ical laboratories of the country before begin- 
ning the independent practice of medicine. 
(Page 80.) 

(7) Some who advocate conversion 
of dentistry into a specialty of medical 
practice appear to believe that the in- 
struction leading to the M.D. degree is 
conducted on a very definite program, 
and that the desirable phases of medical . 
understanding for dental practice can be 
imparted only by adherence to this pre; 
cise curriculum in medical schools. At 
the recent annual meeting of the Ameri- 
can Association of Dental Schools, in a 
discussion of only one aspect of this situa- 
tion—courses in the basic sciences, which 
are intended to create the biologic foun- 
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dations of health service—I presented the 
following data : 


From what some observers state about the 
basic science courses in medical schools, and 
about the great importance of duplication 
of these courses for dental students, one 
naturally would assume that these courses 
supply definite measures of exact knowledge 
for precise understanding in a prescribed 
scientific area. When, however, one seeks to 
determine the nature of the inherently im- 
portant content of the basic science courses 
as taught to medical students, so that the 
value of these courses for dental students 
may be estimated, a condition of variability 
and of great disagreement among medical 
faculties becomes strikingly evident. Thus, 
to use only one criterion of many for evalu- 
ation—i.e., the number of hours of prescribed 
instruction [to say nothing of variability in 
the quality and effectiveness of the teaching] 
—the following summary indicates the cur- 
rent range in undergraduate medical educa- 
tion, as stated by the Council on Medical 
Education in its report for 1934-1939: 


Range of hours 
Subject of instruction 
Anatomy: gross 
Bacteriology 
Biochemistry 
Pathology 
Pharmacology 
Physiology 
Since there is this wide variation in the 
teaching time for these sciences in under- 
graduate medical education, what becomes 
of the alleged importance of duplicating 
these time requirements for dental stu- 
dents? If the lower requirements are ade- 
quate, why should there be insistence on 
higher ones? If the lower requirements are 
not adequate, how can graduates of courses 
on these inferior requirements be accept- 
able? Who can or does decide which re- 
quirement in any of these subjects is more 
important than any other requirement? If 
medical faculties may exercise this freedom 
of judgment, why may not dental faculties 
do likewise? 
(8) It is said by some (a) that dis- 
orders of the teeth cannot be under- 
stood and treated by any one who has 
not received all of the general and digres- 
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sive current instruction leading to the 
M.D. degree, and (b) that abbreviated 
and adapted courses in medical subjects 
of instruction for dental students cannot 
be sound foundations for current service 
and future self-instruction by any dental 
practitioner. The “Final Report of the 
Commission on Medical Education” 
(1932, pp. 216-217) contains this related 
comment : 

Dentistry has its roots in the same bio- 
logical soil that nourishes medicine. It 
should have the same character and quality 
of fundamental training in the sciences, 
adapted, to be sure, to its own needs and 
problems. [Italic not in the original. ] 


This and the preceding quotations do 
not support the idea that the whole of 
the education leading to the M.D. degree 
is a prerequisite for competent practice 
of dentistry. But if this assumption were 
valid as related to dentistry, it would 
obviously follow that no one should be 
permitted to begin the practice of 
medicine who has not mastered each 
of the many sciences on which medi- 
cal practice is theoretically based—an 
impossibility in a lifetime of effort by 
any one. 

VI 

Dentistry has become a natural divi- 
sion of health service. While steadily 
going forward and growing stronger as 
a separately organized profession, it is 
becoming also the full service equivalent 
of the best possible oral specialty of med- 
ical practice, without acquiring redun- 
dancies that have been accumulating 
for the specialties of medical practice. 
By preference and accommodation, den- 
tistry is being closely coordinated, in all 
practical phases, with the other health- 
service professions, as it is in the Medi- 
cal College of Virginia, which, as a 
group of effectively correlated schools, 
I often call a “University of Health Serv- 
ice.” Dentistry’s continual growth in 
“health serviceability,” and increasing 
public understanding and appreciation 
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of the import of dentistry’s autonomous 
development, give ample assurance that 
the dental profession will not be ruled, 
coerced or absorbed by any other pro- 
fession, and that dentistry’s natural 
domain will continue to be amply pro- 
tected against dismemberment. 

The founders of organized dentistry 
in America left a noble heritage. Their 
professional descendants have brought 
dental health care to a stage of inter- 
hational eminence in health service. 
Strengthen, in the public interest, the 
splendid evolution in which you are 
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participating. May your successors, in 
each of endless generations, merit the 
commendation that you deserve. To all 
dentists, I make this direct appeal: Be 
grateful and happy that you are among 
the accredited servants and benefactors 
of mankind. In your daily progress, fol- 
low impulses and leadership that express, 
in integrity, fidelity, service and lofty 
purposes, the finest that is in you, -in- 
dividually and professionally. “The soul 
of dentistry is marching on.” Keep on 
proudly marching with it. 

630 West One Hundred Sixty-Eighth Street. 


N most states of the Union, the date 
of organization of the present state 
dental society—usually under the 

same society name as when formed, or 
at least having a continuous existence 
under one or two names—answers rather 
generally the needs of dental history. 
There are, however, instances in which 
such records scarcely contribute to ac- 
curacy, and at times they neglect the 
most significant events in state organiza- 
tions. 

A case in point may be found in Vir- 
ginia, where the present Virginia State 
Dental Association was organized, or 
reorganized as you will, in 1870. This 
organization date, while accurate so far 
as it relates to postbellum history, is mis- 
leading in its implication and lends itself 
to a more searching examination of 

*This paper, the paper by Harry Bear on 
“History of the Virginia Dental Association 
from 1870 to 1942” and the paper by William 
J. Gies on “The Soul of Dentistry Is March- 
ing On” were presented as a symposium on 
dentistry in Virginia at the Centennial Meet- 
ing of the Virginia State Dental Association, 
Richmond, Va., April 6, 1942. 


Jour. A.D.A , Vol. 29, December 1, 1942 


THE VIRGINIA SOCIETY OF SURGEON DENTISTS* 


By N. Hopexn, Warrenton, Va. 


earlier dental organization in the United 
States, particularly in the two decades 
before Virginia became the main battle- 
ground of the nation and suffered condi- 
tions precluding the organized existence 
of any scientific group. 

The decade of 1840-1850 is usually 
regarded as the most momentous in den- 
tal history. Bringing, as it did, the first 
national dental society, The American 
Society of Dental Surgeons (hereinafter 
referred to as the American Society), the 
first dental periodical, The American 
Journal of Dental Science (hereinafter 
referred to as the Journal) and the first 
dental school, the Baltimore College of 
Dental Surgery, it may be studied 
briefly to gain the background of dental 
conditions generally prevailing at the 
time. 

The dental census for the foregoing 
decade showed 2,923 dentists in the 
United States, with Virginia among the 
five Eastern States listing more than 100 
practitioners within their borders. The 
census for the following decade of 1850- 
1860 is an index to the westward trend 
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in our national development, for twenty 
states recorded more than 100 dentists, 
with a national total of 5,606, and Vir- 
‘ginia had stepped up from only 140 to 
196. By 1870, the national dental popu- 
lation had grown to 7,839, with Virginia 
gaining only two over the previous dec- 
ade, though, of course, losing the twenty- 
seven credited to the new state of West 
Virginia.’ 

With a knowledge of the earlier den- 
tal census in mind, and recalling the 
known comparatively settled conditions 
and advantages enjoyed among her peo- 
ple, it would be difficult for the student 
of dental history to reconcile the infer- 
ence that Virginia lagged in dental 
organization until 1870 and was pre- 
ceded more than a full decade by dental 
organizations far to the sparsely settled 
West. And no effort should be made to 
reconcile such apparent tardiness in 
organization on the part of practitioners 
of dentistry in Virginia. In truth, they 
not only played a full part in the organ- 
ization of the American Society, but 
also, in their own organization of the 
Virginia Society of Surgeon Dentists 
(hereinafter referred to as the Virginia 
Society) in 1842, they established the 
first state dental society organized as 
such, and the one that became in 1845 
the first incorporated dental society in 
the world.” 

There were other priorities in the ac- 
complishments of the Virginia Society, 
but it is not in a spirit of claiming pri- 
ority that factual material is advanced. 
Rather, because the ideals and aims, 
even many of the problems, of this early 
group were so akin to our own, and be- 
cause their recorded actions reveal such 
professional foresight and tolerance, 
they richly merit study in this centennial 
year of their organization, both in the 
interest of historical accuracy and in 
dutiful recognition of the true founders 
of the profession in Virginia. It is such 
conviction that prompts a recital of 
salient happenings and a sketch of out- 


standing characters in the Virginia 
Society ; not with any idea that it is com- 
plete, but with the pledge that it is 
authentic and with the hope that, feebly 
though the narrator plays his part, it 
will lead to further study of those 
pioneers who so admirably played theirs. 

Then current conditions in dental 
practice figured largely in the back- 
ground of early dental organization. It 
will be recalled that Horace H. Hayden 
had advocated dental organization as 
early as 1817, but his advocacy had re- 
ceived scant response over a period of 
years save among a progressive and out- 
standing group in and around New York 
City, where the first dental society was 
organized in 1834.* But about the latter 
date, two events awakened the profes- 
sion to the advantages of associated 
effort and interchange of ideas, as urged 
by Hayden. One was the appearance 
in New York of the conscienceless 
Crawcours and the malodorous Mallan 
with the lowly amalgam to which they 
gave the noble name of “royal mineral 
succedaneum.” Not only were they un- 
principled in the use of a faulty mate- 
rial—pressing. it into unprepared and 
undried cavities, often into interdental 
spaces where no cavities existed—but 
also their practice was the beginning 
of the high pressure advertisers, with 
liveried attendants and all the blatant 
surroundings of their ilk. Secondly, 
there were the almost concurrent and 
deplorable conditions that followed the 
depression of the Jackson administra- 
tion, during which many who had been 
employed in other lines proclaimed 
themselves dentists overnight. Obviously, 
most of these operators could employ 
only the easily manipulated amalgam, 
having neither the background nor the 
skill to acquire the exacting technic of 
the qualified and renowned dentists 
employing gold foil. 

The obtrusion of unqualified oper- 
ators was now such a threat to public 
welfare and general professional prestige 
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as to make the time ripe for Hayden’s 
idea. Accordingly, August 18, 1840, a 
group of the most noted dentists in this 
country met in New York, where was 
accomplished the organization of the 
American Society of Dental Surgeons. 
There were two Virginians “present by 
invitation,” F. B. Chewning, of Rich- 
mond, and S. M. Shepherd, of Peters- 
burg. James D. McCabe was elected a 
member at this organization meeting.‘ 
S. M. Shepherd served on the original 
Publishing Committee of the society. 

The proceedings of the American 
Society for the first two years, when it 
was the sole known dental organization, 
reveal the interest and activity of Vir- 
ginia dentists. Especially were the two 
gifted McCabes in demand for “disserta- 
tions.” At the first annual meeting, 
Philadelphia, August 10-12, 1841, Vir- 
ginians elected to membership were J. 
W. Shepherd and John C. McCabe, of 
Petersburg, T. B. Hamlin, of Wytheville, 
and Simon P. Hullihen, of Wheeling.® 
At the second anriual meeting, Boston, 
July 19, 1842, Virginians elected to 
membership were W. W. H. Thackston, 
of Farmville, Leroy Murrell, of Peters- 
burg, and John G. Wayt, C. O. Baker 
and John McConnell, of Richmond. 
Though the Journal reports that “at- 
tendance was disappointing, owing to 
the remoteness of the meeting place,” 
T. B. Hamlin had made the trek from 
Wytheville to far away Boston and was 
among the few present.® 

Throughout the first formative years 
of the American Society, there was re- 
current advocacy of the formation of 
state dental societies as auxiliary to the 
parent body, and finally this plan 
reached the floor through a prevailing 
resolution discussed at length by such 
familiar figures as S. M. Shepherd, 
Jahial Parmly, Amos Westcott, Edward 
Maynard, Chapin A. Harris and others.’ 
But the earlier advocacy had found 
responsive ears in Virginia before formal 
passage of the resolution. 
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It was 3:30 p.m., Monday, December 
12, 1842, at the office of Samuel Leth- 
bridge, No. 8 North Thirteenth Street 
(the present Governor Street), Rich- 
mond, that the group who achieved the 
organization of the Virginia Society of 
Surgeon Dentists met. The convention 
was called to order by James D. Mc- 
Cabe, who nominated Samuel Leth- 
bridge to the chair. On motion of John 
McConnell, James D. McCabe was made 
secretary. 

The first business of the society was 
the adoption of the following resolution : 


“Resolved, that in the opinion of this con- 
vention, the dental science would be greatly 
benefited and advanced, and the interests of 
its practitioners, and of the community at 
large, promoted by the formation of a state 
society, for the purposes of uniting the ener- 
gies of the profession, to distinguish and 
reward merit—to discountenance and expose 
quackery and charlatanism; therefore, be it 
further 

Resolved, that a committee be appointed 
to report to this convention a form of con- 
stitution for the organization and government 
of such a society. 


In pursuance of this resolution, the 
constitution and bylaws were prepared 
by W. W. H. Thackston, being adopted 
after slight modification. The constitution 
and the bylaws were those of the Amer- 
ican Society of Dental Surgeons “modi- 
fied to suit the circumstances of local- 
ity.” Some of its provisions were annual 
dues of $3; attendance once in two 
years unless excused for satisfactory rea- 
sons; dropping of members after three 
years for non-payment of dues; issuance 
of certificates or diplomas for the degree 
of doctor of dental surgery, and the re- 
quirement of theses from candidates for 
the degree. 

By resolution, James D. McCabe, 
John G. Wayt and S. M. Shepherd were 
“constituted a committee to apply to the 
Legislature of Virginia for act of incor- 
poration of this society.” On motion, 
the president was added to the commit- 


tee and it was further instructed to ob- 
tain a proper seal for the use of the 
society. 

James D. McCabe, John G. Wayt and 
R. N. Hudson were appointed a com- 
mittee to address the dental profession of 
Virginia. 

James D. McCabe was requested to 
deliver the address at the first annual 
meeting and the following were ap- 
pointed to prepare essays: D. M. Coul- 
ling, R. N. Hudson, John McConnell, 
W. W. H. Thackston and William N. 
McKenney. 

The society adjourned to meet in 
Richmond on the second Wednesday in 
October 1843, after election of officers 
with the following results: Samuel Leth- 
bridge was made president; John G. 
Wayt, vice president ; James D. McCabe, 
corresponding and recording secretary ; 
S. M. Shepherd, treasurer, and W. W. 
H. Thackston, R. N. Hudson, John Mc- 
Connell, T. B. Hamlin and William N. 
McKenney, Executive, Examining and 
Publishing Committee. 

This, gentlemen, is our true genesis as 
a professional organization and the fact 
in no wise detracts from the glory of 
those who revived our present and suc- 
ceeding organization in 1870. The list of 
those who participated in the 1842 or- 
ganization should be inscribed in our 
_records as a roll of honor : 


Samuel Lethbridge, Richmond 

James D. McCabe, Richmond 

John C. McCabe, Richmond 

R. N. Hudson, Richmond 

John McConnell, Richmond 

John G. Wayt, Richmond 

S. M. Shepherd, Petersburg 

J. W. Shepherd, Petersburg 

Leroy Murrell, Petersburg 

William N. McKenney, Fredericksburg 
J. B. Garland, Fredericksburg 

T. B. Hamlin, Wytheville 

D. M. Coulling, King and Queen County 
W. W. H. Thackston, Farmville 

C. F. Martin, Norfolk 

J. C. Birch, Charlottesville 

Asa Pierce, Sussex Court House 

W. C. Crump, Washington, N. C. 
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This organization of a state group was 


‘warmly welcomed by the American So- 


ciety of Dental Surgeons, as witness an 
illustrative paragraph from a congratu- 
latory editorial in the American Journal 
of Dental Science: 


We are pleased with the move that has 
been made to elevate the character of the 
profession in Virginia, and to protect its 
citizens against the impositions that are daily 
being practiced upon them by unprincipled 
charlatans. We hope the example will be 
followed by dentists in other states. With 
most of the gentlemen comprising the Vir- 
ginia Society of Surgeon Dentists, we are 
personally acquainted and believe them to 
be well read and skillful practitioners... Many 
of them are members of the American Soci- 
ety of Dental Surgeons.’ 


‘ The two resolutions adopted at this 
first meeting of the Virginia Society may 
with convenience be followed through 
here. The work of the committee ap- 
pointed to “address the profession of Vir- 
ginia” was regarded by the editor of the 
Journal as so able that it was republished 
in that organ.’° It likewise is so descrip- 
tive of conditions then obtaining in den- 
tal practice as to warrant its present in- 
clusion in a historical study. 


TO THE MEMBERS OF THE DEN- 
TAL PROFESSION IN VIRGINIA: 


Gentlemen—The undersigned, a commit- 
tee appointed by “The Virginia Society of 
Surgeon Dentists,” respectfully request per- 
mission to call your attention to the organiza- 
tion of that Society, and ask your coopera- 
tion in the furtherance of its views for the 
advancement of the interests of the pro- 
fession in our State. ; 

With us you have no doubt long mourned 
the various evils under which dental surgery 
has labored, occasioned by the lack of some 
common centre, from which should radiate 
the elements of a sound Dental Education, 
or the means of detecting quackery and 
charlatanism, and stamping upon merit the 
evidence of proper application to the roles 
of our art. 

This long night was at length broken by 
the Institution of “The American Society of 
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Dental Surgeons.” To this succeeded the 
Baltimore College of Dental Surgery, an 
institution which should receive the fostering 
care and support of every member of our 
profession. These have already done much 
for our art in furnishing a bond of union to 
those who prefer honest fame to gold and 
establishing a sound system of professional 
education. Last, but not least, the Virginia 
Society has entered the arena, to accomplish 
in our own State what has been so success- 
fully effected North of us. What it is this 
last Society desires to effect will be seen by 
reference to the accompanying Constitution 
and By-Laws. Too long has our favorite 
science been considered a mere mechanical 
trade, into which every unprepared quack, 
acquainted with the use of small tools, might 
obtrude himself .at pleasure. Men of high 
attainments in other branches of the healing 
art have lent themselves to this delusion, and 
greatly contributed to the injury of a science 
that ranks deservedly high, when well under- 
stood and practiced, and aids in effecting as 
much for the relief of human suffering as 
any one branch of the healing art. It is time 
that the virtue and intelligence of the pro- 
fession in Virginia should unite to root away 
its reproaches, and erect a standard of qual- 
ification which will place Dental Surgery 
where it should be, alongside its sister 
sciences; Mediciné and General Surgery. 

The Virginia Society aims to effect in this 
State a consummation so desired and de- 
voutly wished for by us all; this it hopes to 
do by a rigid adherence to the requisites for 
membership in its body, and thus unite all 
who respect their profession, in an effort to 
protect it from the unhallowed hands of the 
ignorant and pretending, as well as secure 
that professional unity and courtesy, which 
is so essential to the improvement and eleva- 
tion of the science. 

With these views to govern our under- 
taking, we call to our aid our professional 
brethren; those who may wish to unite with 
us will please forward their applications to 
the Examining Committee, or any one of 
them, and give us their attendance at the 
next annual meeting to be held in the city 
of Richmond the second Wednesday in 
October next. 

James D. McCabe 
John G. Wayt 
R. N. Hudson 
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The committee appointed to apply to 
the Virginia Legislature for an act of 
incorporation obviously found what has 
consistently been experienced since, ‘that 
legislation is a tedious process; for it 
was not until three years later that they 
achieved incorporation. But they com- 
pleted their work in ample time to‘ gain 
the priority of the first incorporated 
dental society and the further distinction 
of accomplishing the first dental legisla- 
tion placing dental interests entirely 
within the hands of the profession, the 
only previous dental legislation (1841) 
providing for a dental member of a 
board under control of the medical pro- 
fession. 

A copy of the act of the Virginia As- 


sembly is as follows. 


AN ACT INCORPORATING THE 
VIRGINIA SOCIETY OF 
SURGEON DENTISTS 
(Passed Feb. 3, 1845) 

Whereas, Samuel Lethbridge, John G. 
Wayt, James D. McCabe and other citizens 
of the State of Virginia, have formed them- 
selves into a Society, under the title of “the 
Virginia Society of Surgeon Dentists,” whose 
objects are the promotion of dental science, 
the establishment of a library and cabinet of 
anatomical preparations, for the purposes of 
introducing a sound system of dental educa- 
tion; and it having been represented to the 
General Assembly, that the members of said 
society are desirous of obtaining a charter of 
incorporation, that they may with lawful 
protection carry out their laudable purpose. 
Be it therefore enacted: That the members 
of aforesaid Society, together with such 
others as shall hereafter be associated with 
them, and their successors, are hereby cre- 
ated, a body politic and corporate, by the 
name and style of the “Virginia Society of 
Surgeon Dentists,’ and by that name have 
perpetual succession, and a common seal, 
and may hold and dispose of lands and 
tenements, goods and chattels, “not exceed- 
ing twenty-five thousand dollars at any one 
time,” and may sue and be sued, plead and 
be impleaded. 

The said Society may also enact such con- 
stitution and by-laws, (“not repugnant to the 
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laws of this State and of the United States”) 
as they may think proper, for carrying into 
effect the object of the institution. And may 
do all other acts, proper for corporate bodies 
to do. 

The legislature reserves the right to modify 
or repeal this act. 

This act shall be in force from the passing 
thereof. 

I certify that the foregoing is a true copy. 

George W. Munford, C.H.D. 

Feb. 7—1845 

One function exercised under the act 
that was peculiar to the Virginia Society 
was the conferring of the degree of doc- 
tor of dental surgery. The authority to 
so confer the degree may be found in 
the latitude granted by the Virginia 
Assembly to the society in enacting its 
constitution and by-laws under the 
charter. 

While it seems safe to say that here is 
the sole instance of legal issuance of the 
dental degree by a dental society, it 
should not be presumed that the idea 
originated in Virginia. The American 
Society had this aim in mind from the 
outset, as evidenced by its constitution 
and bylaws (Art. I, Sec. 10), which 
designate as the concluding duty of the 
examining committee “to examine all 
such persons strictly and faithfully in 
relation to their qualifications to enter 
upon the practice of dentistry ; and their 
certificate shall entitle the holder to re- 
ceive the diploma of the Society con- 
ferring the degree of Doctor of Dental 
Surgery.”"* The corresponding provision 
in the Virginia Constitution and By- 
Laws (Art. I, Sec. 8) is quoted ver- 
batim.’? 

In an attempt to legalize these aims, 
the American Society appointed Eleazar 
Parmly “Agent of the Society, to present 
a petition to the Legislature of the State 
of New York, asking for a charter, with 
the power of conferring the degree of 
Doctor of Dental Surgery.”** But the 
petition was not successful as in Vir- 
ginia, which accounts for the fact that 
the American Society was perforce con- 


tent to issue a diploma lacking the de- 
gree, whereas the Virginia Society was 
enabled to exercise fully the function 
desired and sought by both. 

Fortunately, one of the diplomas of 
the Virginia Society has been preserved. 
It was issued to Robert Hall Sedgwick 
in 1846 and is now in possession of his 
great-grandson, W. Stewart Sedgwick of 
Newark, Ohio, a descendant in an un- 
broken line in the profession. The wide 
powers assumed by the Virginia Society 
make its diploma an interesting item of 
dental history. Since the signatures and 
portions of the lines are illegible in 
photography, the diploma is fully repro- 
duced as follows : 

VIRGINIA 
SOCIETY OF SURGEON DENTISTS 
To all and singular to whom these Presents 
come, Greeting: 

ingenuous man of good morals, and well 
instructed in the science of DENTAL SUR- 
GERY, is a Member of our Society: IN- 
STITUTED, DECEMBER 12th, ANNO 
DOMINI 1842, and establishing a sound 
system of education in its various branches. 

WE, therefore, the said SOCIETY, by 
unanimous vote, designate the said......... 
as, DOCTOR OF DENTAL SURGERY; 
and as such, well skilled to give advice and 
treat disease, in the various branches of our 
Art; and we permit, and order, that in virtue 
of this DIPLOMA, he may everywhere, and 
always claim to himself the benefits of this 
Association. 

IN TESTIMONY OF WHICH, we affix 
our Common Seal to this Parchment, and the 
names of the Examining Committee, together 
with the attestation of our President and 
Secretary, subscribed. 

Done in the City of Richmond, October 
15th, A.D., 1846 year of Independence 7oth, 

W. W. H. Thackston, D.D.S. 
J. W. Shepherd, D.D.S. 
John McConnell, D.D.S. 
Wm. C. Crump, D.D.S. 
Examining Committee 
John G. Wayt, President 
S. M. Shepherd, Secretary 
Samuel Lethbridge, D.D.S. 


The Virginia Society held its first 
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annual meeting October 11, 1843, again 
in the office of Samuel Lethbridge. 

In the address of James D. McCabe 
is found the only clue to the seal of the 
society which has been obtained, when 
he relates “The formation of the Vir- 
ginia Society adds another link to the 
chain of improvement and reform, and 
as the devise of the seal you have selected 
indicates, the sun has at length arisen 
upon the old Dominion scattering the 
gloom of ignorance—the night of quack- 
ery and empiricism.” The Committee on 
Seal had further duties added, to-wit: 
by resolution to “be, and hereby are, in- 
structed to procure and superintend the 
engraving of a copper-plate diploma for 
the use of the Society.”** 

The Examining Committee reported 
to the society the name of “Dr. Solomon 
Angel, who had been rigidly examined 
on the theory and practice of Dental 
Surgery, and who they recommend to 
the membership of the Society and the 
degree of D.D.S.” 

By resolution of James D. McCabe as 
a token of esteem, etc., Chapin A. Harris 
was made an honorary member and was 
furnished with the society’s diploma. By 
resolution of W. W. H. Thackston, the 
same honor was accorded Horace H. 
Hayden. 

But the meeting was not all so pleasant 
as this accord of membership and honors 
would seem to indicate. In the after- 
noon, a committee appointed to address 
R. N. Hudson, recalled as a year before 
a founder and one of the signers of the 
“call to the profession,” asking an ex- 
planation in relation to certain oppro- 
brious remarks involving character be- 
fore the society, made the following 
report : 


The Committee appointed by the Virginia 
Society of Surgeon Dentists to investigate 
certain charges alleged against Dr. R. N. 
Hudson, a member of said Society, beg leave 
to report; that having examined the testi- 
mony upon which the charges were founded, 
and politely and respectfully offered him an 
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opportunity of vindicating himself, which he 
most rudely and abruptly declined; thereby 
in ‘the opinion of the Committee tacitly 
acknowledging the truth of the allegations in 
question; in consideration of which fact, in 
connection with the character of the evidence 
adduced, the Committee beg leave to sug- 
gest the expulsion of Dr. R. N. Hudson from 
membership in said Society. 

Signed, 

W. W. H. Thackston, Chairman 

Whereupon, it was resolved that the 
name of R. N. Hudson be stricken from 
the roll of members for contumacy. 

This unpleasant incident is not related 
to exhume the ignominy that befell a 
hapless individual who presumably be- 
gan his association with as high ideals as 
his fellows, but the case is of interest be- 
cause it was later cited in a momentous 
argument in which the American and 
Virginian Societies became involved. 
The meeting adjourned to meet in 
Petersburg the second Wednesday of 
October 1844. 

The second annual meeting of the 
Virginia Society was held in Petersburg, 
October 9, 1844. Noted among the pro- 
ceedings were a resolution presented by 
James D. McCabe on the death of 
Horace H. Hayden and the admittance to 
membership by unanimous ballot of John 


-H. Blankenship, after he was rigidly 


examined and passed on by the commit- 


‘tee. The society adjourned to meet in 


Richmond the second Wednesday in 
October 1845:7° 

Throughout the period of the forego- 
ing transactions, there were none save 
the two dental societies—American and 
Virginia—in existence, but, with many 
compliments indicating the amiable rela- 
tionship that existed between the two 
groups, the American Society was urging 
other sections to follow the enterprise of 
the Virginia profession in uniting. This 
urging found another group ready for 
organization, and the Mississippi Valley 
Association of Dental Surgeons was 
formed in that year, on August 13, 1844. 

The idea of component societies of a 
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national organization may have been 
achieved, so far as the development of 
the nation and the profession permitted, 
had it not been for the amalgam factor, 
the material that had quickened Hay- 
den’s original idea and was now to ex- 
hibit its disintegrating tendencies, not 
only in the human mouth, but in dental 
societies as well. 

Despite the assertion of Chapin A. 
Harris in his opening address to the first 
class of the Baltimore College of Dental 
Surgery in 1840 that “amalgams of mer- 
cury and silver have nearly gone into 
disuse,” it was actually being used more, 
largely by the overnight and inexperi- 
enced influx, but, in many instances, it 
was used occasionally by outstanding 
practitioners. The bitter reaction of the 
profession to the blatant ways of the 
Crawcours appears to have been trans- 
lated into a blind hatred of the material 
itself. 

As briefly as it can be told, the Amer- 
ican Society, July 20, 1843, passed a 
resolution in which the use of amalgam 
was declared malpractice. Finding that 
this did not stop the use of amalgam, the 
society resolved to expel any member 
who refused to sign a certificate pledging 
himself not to use amalgam, and “more- 
over, protesting against its use, under any 
circumstances, in dental practice.” It 
must not be assumed that this resolution 
passed without protest, for Solyman 
Brown and Elisha Baker,.among others, 
pleaded in vain for a more reasonable 
and tolerant course. The latter, identifi- 
able as that-same Elisha Baker who was 
in Richmond in 1819,?* but now at No. 6 
Warren Street, New York City, even then 
advised his fellows that, “Members of our 
Society, living in Virginia, whose state 
arms are represented by Liberty treading 
on a tyrant and his chains, and whose 
motto is ‘Sic Semper Tyrannis,’ will 
arouse at the least encroachment on 
liberty or right.”** But the resolution 
passed notwithstanding, and the con- 
trolling group of the American Society 


proceeded without fear or favor in trials 
of cases looking to expulsion. It seems 
incredible now to read the case in hear- 
ing of such a notable as Nathan C. Keep 
or to note the continuance of the case 
of G. W. Parmly owing to his absence 
from the country,’* an absence that co- 
incides with his service as dentist to the 
royal family at the Hague. 

The newly organized Mississippi Val- 
ley Association followed the lead of the 
American Society in docile fashion, for 
at their organization, August 1844, the 
resolution passed on amalgam was in 
short “that we will neither use it nor 
countenance its use by others.”?® 

Naturally, the question of compliance 
with the resolution of the American 
Society came before the Virginia Soci- 
ety at its annual session at Richmond 
in October of the same year, 1845. With 
clear foresight and that high regard for 
individual rights which characterized 
Virginians of the period, and which for- 
tunately exists in notable instances even 
today, the Virginia Society debated 
fully the amalgam resolution. The de- 
bates took the general tone of a declara- 
tion that the society was not a court of 
conscience; that they had no right to 
demand expression of opinion, nor to 
require any pledge in relation to the use 
of amalgam, and, further, that to expel 
one for refusing to express an opinion or 
to give a pledge was making the refusal 
malpractice, which was illogical and 
absurd. It was also observed that to re- 
quire action under threat was a course 
of procedure to which no honorable man 
would submit. 

The resolution as finally passed by 
the Virginia Society was introduced as 
James D. McCabe, seconded by W. W. 
H. Thackston, and passed with but one 
dissenting voice : 

Resolved, that while we reprobate the use 
of all such mercurial preparations, and will 
execute our laws with fidelity and prompt- 
ness, we claim no authority over the opinions 
of our members, nor will we ever require 
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of them other pledges than those which exist 
among honourable men, united for the pur- 
pose of improving and elevating a noble 
science.” 


There was also prepared at this meet- 
ing a public notice : 

The Virginia Society of Surgeon Dentists 
having heard that various individuals were 
in their professional cards publishing them- 
selves as members of this Society and thereby 
obtaining credit with the public, are induced 
to publish a full list of all its members. The 
gentlemen below are the only persons by 
them authorized to practice Dental Surgery 
in Virginia.” 

MEMBERS VIRGINIA SOCIETY 
PUBLISHED IN 1845: 

Samuel Lethbridge 
*+John G. Wayt 
*tJames D. McCabe 

*S. M. Shepherd 
*tW. W. H. Thackston 
*John McConnell 
**T. B. Hamlin 
*Wm. N. McKenney, M.D. 
J. B. Garland, M.D. 
David M. Coulling 
*Leroy Murrell 
*J. W. Shepherd 
W. C. Crump, M.D. 
*Chas. F. Martin 

John C. Birch 
*tAsa Pierce 
**Benj. W. Collier 

G. W. Leitch 

Solomon Angel 

John H. Blankenship 

Abner D. Lewis 

, HONORARY 
Chapin A. Harris 
Wm. Tatum, M.D. 


As further proof that they struggled 
with problems not unfamiliar to us may 
be cited the motion from the floor that 
the society, now 3 years old, enforce the 
provisions of the by-laws by dropping 
those members whose dues were three 
years unpaid. 


*D. D. S. from Baltimore College Dental 
Surgery. 
+Fellow American Society of Dental Sur- 


geons. 


The session adjourned to meet in 
Petersburg on the second Wednesday in 
October 1846. 

History notes that the Virginia amal- 
gam resolution was “the principal re- 
corded act of the Virginia Society, by 
which it avoided one of the reefs on 
which its sister society went down; but 
how far other dangers were evaded can- 
not be determined as the period of its 
dissolution is not known.”* 

It is but natural to conjecture as to 
how the course of dental history may 
have been changed had the Virginia Soci- 
ety meeting preceded that of the Amer- 
ican Society in the year in which the 
troublesome amalgam question beset the 
profession. Would the more tolerant 
Virginia resolution have led to an even- 
tual workable solution of the problem? 
It is impossible to say in view of a deter- 
mined controlling group in the Amer- 
ican Society. In any event, the amalgam 
resolutions of the American Society were 
followed by a flood of protests against 
high-handed action, and the Virginia 
resolution was almost invariably cited in 
support. These protests further fired the 
already blind zeal of the American Soci- 
ety controlling group, who apparently 
believed the Virginia Society largely 
responsible for inciting the criticisms to 
which they were subjected in their un- 
tenable position. 

Observe the change from amiable re- 
gard and complimentary tone, invariably 
obvious in former references to the Vir- 
ginia Society, to the bitter and sarcastic 
vein of the current editorials of the 
Journal. 


There is one resolution which we ought 
not to pass by in silence, as it was evidently 
intended as a reflection upon that part of 
the proceedings at the last meeting of the 
American Society of Dental Surgeons con- 
cerning the requirements of its members in 
relation to the use of mineral paste in filling 
teeth. Now, how the American Society will 
be able to survive the shock of so tremen- 
dous a rebuke, we confess we are unable to 
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imagine, nor shall we say how far the Vir- 
ginia Society transcended the limits of its 
own legitimate sphere of action in thus in- 
directly preferring so grave a charge upon it. 
We are of the opinion, however, that the 
resolution was wholly uncalled for and 
gratuitous on the part of our Virginia 
brethren. 

If they disapproved of the action of the 
American Society they should have been 
satisfied with the passage of a resolution de- 
claring the use of amalgam for filling teeth 
malpractice. 

There are some who have refused to sign 
the certificate, for reasons which are deserv- 
ing of notice. This is the more demanded, 
since the chief objections alluded to are sus- 
tained and renewed by the “Virginia Society 
of Surgeon Dentists,” in resolutions passed at 
their last annual meeting. . . . 

We may remark that it seems to us that 
the honourable body have aimed their whole 
musketry at a mistaken object, or have set 
up an imaginary one. . . . The Virginia 
Society in the case of expulsion of Hudson, 
have given us a precedent for striking “from 
the roll of members” all guilty of such 
contumacy.” 


Of course, it will be recalled that the 
American Society later rescinded its 
“pledge” resolution, but it never recov- 
ered from the wounds and _ bitterness 
engendered by its action, finally in 
August 1858 passing the committee re- 
port “that we deem it expedient to dis- 
solve this Association and that it be, 
and hereby is, adjourned sine die.” Thus 
ended: the official character of the “amal- 
gam war,” but it was to be many years 
before the material was the subject 
of amicable discussion and _ scientific 
study. 

None of the foregoing should be in- 
' terpreted as glorifying the Virginia Soci- 
ety at the expense of the American 
Society group nor implying that Virgin- 
ians disliked amalgam any less. S. M. 
Shepherd and many others had inveighed 
against its use, and there is every evidence 
of a similar and general dislike. In fact, 
during the debate on the subject in the 
Virginia Society, “It was ascertained that 


no member of the Society has used these 
preparations in his practice, unless in a 
few instances as experiments, and that 
all condemn them as a substitute for 
foil.” In both societies were men of one 
purpose and aim, their difference that of 
policy as relating to individual rights. 
The differences in which they became 
involved is related as an important part 
of the story of the times. 

What of the Virginia Society after the 
eventful year of 1845? The schism had 
grown too great to follow it through the 
pages of the Journal, though the trans- 
actions of 1846 are carried in that peri- 
odical as gained from a _ newspaper, 
Petersburg Republican, not officially from 
the Virginia Society. That the Virginia 
Society in 1846 still had high hopes and 
plans is attested by the passage of a 
resolution that it was “advisable for this 
Society to publish a periodical.” Robert 
H. Sedgwick was among those elected to 
membership. Samuel Lethbridge still 
served as president and James D. Mc- 
Cabe, now moved to Abingdon, remained 
in his post as secretary.** 

The Virginia Society adjourned to 
meet in Richmond in October of 1847 
and, for the present, this was the last 
note of them that may be found. 

The transactions of the successor to 


the American Society, the American 


Dental Convention (1855), list none of . 


those Virginians so active in the two 
original societies. New names appear 
among members, such as J. G. Coates, 
of Roanoke, James Johnston, of Staun- 
ton, and E. G. Winchell, of Wheeling ; 
though the original vice-president of the 
Virginia Society, John G. Wayt, was 
in attendance at Niagara Falls in 1859, 
when the American Dental Association 
was formed. 

The destruction and loss of many Vir- 
ginia records during the Civil War, 
which followed the period of our interest, 
may contribute to the difficulty of deter- 
mining definitely whether the Virginia 
Society continued until the date of its 
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outbreak. One contemporary source is 
quoted in this connection to the effect 
that the amalgam difficulties “resulted in 
an interregnum which was lengthened by 
the Civil War ; yet the society (Virginia) 
had not been dissolved, as has been sup- 
posed, but with the return of peace re- 
sumed its meetings.”*° Regardless of the 
exact date in break of continuity of 
existence, there remains the fact that this 
early group comprised the founders of 
organized dentistry in Virginia, and the 
1870 reorganization was the “perpetual 
succession” as provided in the charter by 
the 1845 Virginia Assembly. 

The recorded acts and preserved writ- 
ings of this early group may be studied 
with gratification and with profit, for 
each such item reveals them as men of 
culture and loyalty to high ideals, the 
very type who would adorn any pro- 
fession. Naught but admiration can be 
kindled by such men as the staunch 
John C. McCabe, with equanimity and 
firm assurance in the nobility of his pro- 
. fession, answering Parmly’s plaint, made 
in a moment of despair, that “the mere 
name of dental surgeon ever did exclude 
its owner from refined circles of elegant 
hospitality,” with the perfect rejoinder 
that “there is a preeminence to which 
intellect entitles its possessor—a dignity 
which attaches itself to mind—which 
will always secure to the individual of 
any profession respect and deference.”*° 

Thus lived and wrought our organized 
professional fathers of the first genera- 
tion. At least two succeeding genera- 
tions have added their efforts, and we 
today strive to continue the building of 
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McCabe’s “favorite science,” confident 
in the fruition of original aims by reason 
of the excellent young practitioners who 
yearly take their places among us. In 
our individual relationship to this con- 
stant professional building, truly and 
reverently may we join the Psalmist in 
his chant “For I am a stranger with 
Thee, and a sojourner, as all my fathers 
were.” 
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SARCOID OF THE FACE (BESNIER-BOECK 
[SCHAUMANN] DISEASE): REPORT 
_ OF A CASE 


By Joseru Scurorr,* M.D., D.D.S., New York, N. Y. 


ECENTLY, I had the occasion to 
examine a patient in the oral sur- 
gery clinic for a swelling of the 

face. The swelling was diagnosed as an 
unusual form of sarcoidosis. Because of 
the paucity of reference to sarcoid in 
dental literature and because, to use the 
trite phrase, it emphasizes once again the 
relationship between medicine and den- 
tistry, the case is worth citation. 


REPORT OF CASE 


History.—Mrs. K. P., aged 48, referred to 
the oral surgery department with a swelling of 
the right cheek of four weeks’ duration, gave 
a history of a swelling in the right parotid 
gland seven months previously, the result of 
an injury in the midline of the head. At this 
time, April 1941, there was, according to the 
report of the Memorial Hospital, a tumor in 
the right parotid region that had some of the 
characteristics of a mixed tumor of the 
parotid. However, as an aspiration biopsy 
was said by the pathologist to show “tubercu- 
losis of the preauricular lymph node,” the 
patient was advised to have the node re- 
moved, but she refused. At the same time, a 
sialographic study was made. The swelling 
gradually disappeared within the next week 
without treatment. The patient remained 
perfectly well until four weeks previously, 
when a swelling of the right cheek developed. 
The swelling increased gradually to its pres- 
ent size. It was never painful or tender and 
did not interfere with mastication of food. 
There was no loss of weight or strength. 

Examination.—A large firm irregular non- 
tender mass occupied the region of the cheek 


*Associate professor of oral surgery, College 
of Dental and Oral Surgery, Columbia Uni- 
versity. 
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and the parotid gland, lying within the sub- 
stance of the cheek and causing a bulge both 
on the outside of the face and on the inside 
of the mouth. There was no interference 
with opening or closing of the mouth. The 
orifice of the parotid duct was obscured. The 
mass was approximately 2} by 3 inches (5 
cm.) in diameter. 

The roentgenogram of the jaw revealed the 
remains of a radiopaque solution (lipiodol) 
within the parotid gland. A biopsy was 
made by excising some tissue from the 
mass through an incision of the mucous 
membrane of. the cheek. The pathologic 
report was tuberculosis of the buccal region. 
The Ziehl-Neelsen stain for acid-fast bac- 
teria was negative. 

The patient was referred to the medical 
department for a complete examination, The 
report was as follows: 

An obese white woman, aged 48, with local 
swelling of the right cheek, but no other com- 
plaints. 

Head, eyes and nose negative. Pupils equal 
and regular. Neck negative; no masses; no 
palpable lymph nodes or abnormal pulsation 
or enlarged veins. 

Thorax negative; lungs clear to percussion 
and auscultation; good expansion. 

Heart not enlarged to percussion; sounds 
good, no murmurs. 

Abdomen negative; no masses felt in organs. 

Reflexes equal, but slightly sluggish. 

Spine negative, blood pressure 130/90. 

Summary of important findings: A woman, 
well developed and well nourished, gave a 
history of: 

1. Painless swelling of the right side of the 
face, seven months previously, diagnosed as 
tuberculosis of the preauricular node at Mem- 
orial Hospital and which disappeared with- 
out treatment. 

2. No pulmonary or other tuberculosis or 
contacts, 
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ScHRoFF—SARCOID OF THE FACE 


3. Negative tuberculin tests at different 
times made by her local physician. 

4. Negative chest roentgenogram at Mem- 
orial Hospital. 

5. A painless firm swelling in the right 
parotid region of four weeks’ duration. 

6. Biopsy from cheek (10/2/41) with a 
diagnosis of “tuberculosis of the buccal 
region.” A Ziehl-Neelsen stain was negative 
for acid-fast bacteria. 

7. Negative x-ray picture of phalanges and 
face. 

8. Absence of eye symptoms, 

g. Negative urine examination. 

10. Negative Klein test for syphilis. 

11. Negative Mantoux (Mendel) test (1 to 
100,000). 


Fig. 1.—Appearance of external swelling of 
cheek. 


Repeated x-ray examination of the chest 
(10/16/41) showed the apices and costo- 
phrenic angles to be clear. Both lung fields 
were normally radiable and the cardiac con- 
tour was not unusual. 

The blood count was as follows: hemo- 
globin, red cells, 3,480,000; white cells, 7,500; 
polymorphonuclears, 64 per cent; lympho- 
cytes, 34 per cent; eosinophils, 2 per cent. 

Treatment.—The patient was treated with 
large amounts of arsenicals by her loca! phy- 
sician, with the recession of the swelling. The 
anemia was treated with liver extracts and 
iron. At the present writing, she is in excel- 
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lent condition with no recurrence of swelling. 


The literature of medicine is replete 
with isolated observations of seemingly 
unrelated conditions that later, in the 
steady advance of medical knowledge, 
become correlated and finally woven into 
a true mosaic. As an example of this 
fact, the disease under discussion, namely 
sarcoidosis, is cited. 

The true nature of sarcoidosis became 
evident with Schaumann’s observations 
in 1914, on “lupus pernio” before the 
French Society of Dermatology and 
Syphilology. He showed that the lupus 
pernio first described by Besnier in 1889 


Fig. 2.—Appearance of swelling within oral 
cavity. 


as affecting the nose, ears and fingers and 
the sarcoid described by Boeck in 1889 
as affecting the skin, mucous membrane 
and lymph nodes were manifestations of 
the same disease, and that, in addition, 
the condition affected the tonsil, lungs, 
bones and internal organs. Schaumann 
concluded that since the pathologic proc- 
ess was the same in all organs, this 
disease is not a skin disease but a general- 
ized disease. Since the disease involved 
the lymphoid tissues, he termed it lym- 
phogranuloma benign, to distinguish it 
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from Hodgkin’s disease, or lymphogranu- 
loma malignum. 

The condition described by Heerfordt 
(1909) as “febris uveoparotidea sub- 
chronica” was later shown to be but 
another phase of sarcoidosis. Numerous 
other writers followed with observations 
of the process affecting the lungs, bones, 
heart, etc. Longcope has recently stated 
that sarcoidosis no longer is a medical 
rarity, but must be considered a general- 
ized disease, which may affect all or- 
gans and tissues and may appear in a 
wide variety of chronic forms. Al- 
though a great deal of information has 
been accumulated, its etiology or its 
method of dissemination through the 
body is still unknown. The diagnosis 
is usually based on the microscopic ex- 
amination of tissue, which shows the 
hard tubercle. 

The : relationship of sarcoidosis to 
tuberculosis is a matter of controversy. 
Longcope and his co-workers maintain 
that sarcoidosis is not a form of tubercu- 
losis, although in some instances the 
patients may develop tuberculosis later, 
while Schaumann and his co-workers re- 
gard sarcoidosis as of a benign tubercu- 
lous nature. In their opinion, the absence 
of acid-test bacilli in benign lympho- 
granulomatous tissue is associated with a 
peculiar tuberculin anergy present in 
these cases. The bacilli can be demon- 
strated by special staining methods (Hall- 
berg’s Nachtblau). 

The salient features of sarcoidosis as 
observed by Longcope, on the basis of 
thirty-one cases, are that the disease may 
affect any organ and is prone to affect 
lymphoid tissue. Fever, loss of weight, 
abnormalities in urinary findings and 
anemia are the exceptions. The blood 
counts, aside from an eosinophilia, are 
within normal limits. 

Marked constitutional reactions are 
usually not the rule even in the acute 
phases of the disease. Symptoms are due 
primarily to mechanic¢al interference with 
the function of the organ rather than to 


any form of intoxication. The “hard 
nodules,” or sarcoid, when in great num- 
bers, tend to displace or destroy normal 
tissue and may produce tumorlike masses 
involving one or more organs. When 
sarcoid occurs in the skin or superficial 
lymph nodes, little or no damage may 
result, but in the eye, lung, central 
nervous system or heart, great destruction 
may result. 

Sarcoidosis may run a long chronic 
course with periods of remission and 
recurrence involving different organs and 
tissues. Because of this, the disease may 
present a great variety of clinical syn- 
dromes, which may be mistaken for some 
other specific disease, such as syphilis, 
tuberculosis, Hodgkin’s disease, leukemia 
or lymphosarcoma. 

Spontaneous recovery takes place in 
many instances. Without knowledge of 
the cause, all methods of treatment are 
entirely empirical. Various arsenicals, 
leprosol, tuberculin, roentgen rays, ra- 
dium and ultraviolet rays have been used 
with equally good results. 

CONCLUSION 

A white woman, aged 48, presented a 
painless swelling involving the face. 
Biopsy of the mass led to a diagnosis of 
“tuberculosis (?) of the buccal region.” 
The presence of lipiodol in the ,parotid 
gland somewhat complicated the diag- 
nosis, suggesting a possible foreign body 
reaction. 

However, the presence of tuberculosis 
of the preauricular node reported pre- 
viously to the lipiodol injection seven 
months before, followed by spontaneous 
disappearance of the mass, recession of 
the present mass under arsenical therapy, 
negative x-ray films of the lungs, a nega- 
tive tuberculin reaction, etc., strongly 
favors the diagnosis of sarcoid. 

In the differential diagnosis of swelling 
of the face and jaws, sarcoidosis must 
now be added to the list of possible 
diseases to be considered by the oral 
surgeon. 
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IMPORTANCE OF BACTERIOLOGIC TESTS IN 
ROOT-CANAL THERAPY 


. By J. Ficuerras, C. D., Rio de Janeiro, Brazil 


have been unscientific and lack- 

ing in the application of modern 
knowledge of bacteriology. It is not safe 
to depend on such signs as the character 
of the exudate that is to be found on 
absorbent points used in dressing a 
canal. Dependence on such clinical 
signs as the odor of dressings or the 
effervescence produced by the use of 
hydrogen peroxide on the dressing does 
not compare favorably with the use of 
records made in routine medical or sur- 
gical procedure. 

In 1919, in the United States of 
America, LaRoche and Coolidge both 
conceived the idea of verifying the 
sterility of root canals by bacteriologic 
methods, thereby raising the standard of 
root-canal treatment to the scientific 


N | ETHODS of treating root canals 


*Note: This paper has been edited in the 
translation by E. D. Coolidge to clarify 
certain points. It is hoped that there has been 
no change in the meaning that the author 
desired to convey. It is a very commendable 
paper and the technic outlined is one that is 
very exacting. The status of treatment of root 
canals will be raised to a higher level if every 
dentist will carefully read and ponder over 
this paper. 
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level of treatment employed in other 
medical specialties. 

Those who practice root-canal treat- 
ment by means of the bacteriologic con- 
trol have been convinced of the sound- 
ness of this practice, because it is not 
rare, with a seventy-two hour incubation 
period, to obtain cultures of strepto- 
cocci from absorbent points removed 
from clean, dry and odorless root canals. 
It has also been observed that, fre- 
quently, absorbent points removed from 
root canals saturated with puslike exu- 
date, when cultured for seventy-two 
hours, show no growth; which further 
verifies the belief that clinical symptoms 
are unreliable and unscientific as indi- 
cations for filling root canals. In the 
first case, without laboratory verifica- 
tion, a root canal would have been 
filled in the presence of streptococci ; 
while, in the second case, where the 
exudate was a result of some irritation 
from mechanical or chemical trauma, 
the operator might have concluded from 
the clinical symptoms that the condi- 
tion could not be cured by treat- 
ment. Clinical symptoms would have 
misled the operator in each case, and 
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the wrong treatment would have been 
given if clinical symptoms alone had 
been followed. 

The test for sterility of root canals by 
bacteriologic cultures should consist in 
not only demonstration of a growth or 
lack of growth of micro-organisms in the 
culture medium, but also a microscopic 
examination to determine the type of 
micro-organisms that may be growing in 
the culture. It is important to know 
whether the micro-organisms are sapro- 


dam, or possibly an accidental contam- 
ination in some part of the operation in 
inoculating the culture medium or of 
studying it in the laboratory. It is always 
necessary to give further treatment to 
the root canal when any cocci are found 
and also if saprophytic micro-organisms 
persist. 

It is sometimes found that one or two 
root canals of a multirooted tooth are 
free from infection and the others in- 
fected. These canals can be treated in- 


IC _ REP’ ING RESULTS OBTAINED BY BACTERIOLOGIC TEST 
100 _| (In 44 Pulpless teeth) 
Total teeth treated 44 
Total root-canals 77 
80__ @ Total tests made 112 
Total Negative tests 110 
Total Positive tests 2 
70 Success percentage 97.5% 
60_ 
40 
8 
0 
lst Test 2nd Test Srd Test 4th Test 
Total Percentage 10% 16.8% 13.2% 0% 
Percentage per group 70% 56.5% 80% 0% 
Figure 1. 


phytic or pathogenic. Streptococci and 
staphylococci are usually considered 
pathogenic when found in root canals, 
while Micrococcus catarrhalis, diphthe- 
roids and Bacillus subtilis are sapro- 
phytic micro-organisms that frequently 
are found in the culture. The pres- 
ence of these saprophytes usually indi- 
cates contamination from an improper 
technic, such as a leak in the rubber 
dam or careless use of a disinfecting 
wash of the teeth included in the rubber 


dependently so as not to contaminate 
the sterile canals. Dressings have been 
left in the canals from seven days to 
fifteen days without a delay in obtaining 
sterility even where streptococci had been 
found. We estimate that forty-eight 
hours is the shortest period to leave the 
dressing sealed in which is used for the 
test for growth, but we prefer to leave it 
a longer time before testing. The ab- 
sorbent point used to collect the sample 
for culturing can be dry or dampened 
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with sterile salt solution, but we prefer 
a dry point. 


METHODS OF MAKING A BACTERIOLOGIC 
TEST 


Gualter Lutz recommends the use of 
ampules containing a culture medium 
prepared with a colored indicator. If 
the color of the medium does not change 
during three to four days of incubation, 
sterility is indicated. 


Grossman recommends the use of 
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sent back to the laboratory to be cul- 
tured. Delay in forwarding such cul- 
tures to be incubated may result in the 
death of the micro-organisms before 
they are placed in the incubator and 
lead to a wrong conclusion. 

It is more dependable to get several 
tubes of culture medium, which can be 
kept in a safe place in the office where 
it is free from dust and contamination. 
The collecting absorbent point is taken 
from the root canal under a bacteriologic 


FOCI RESISTANCE TO THERAPEUTICS 


23. 


@ 


20_ 


Total root-canal treated 23 
Total tests made 7 


Figure 2. 


brain-broth culture media. For a simple 
and economical incubator, he recom- 
mends a thermos bottle filled with water 
at a temperature of from 37° to 40° C. 
in which culture tubes may be suspended 
for seventy-two hours. Turbidity of the 
culture medium usually indicates a 
growth of micro-organisms. 

A simple and easy measure is to get 
from a medical laboratory a sterile cul- 
ture tube in which to place the collecting 
absorbent points, the tube then being 


technic and placed at once in the cul- 
ture tube containing the medium for 
incubation. This is more accurate than 
to make a smear directly from the root 
canal and examine it at once under the 
microscope, because, frequently, the 
material to be found in the canal is so 
limited that it is difficult to find the 
micro-organisms in the smear. 

American authors recommend brain- 
broth, but Brazilian bacteriologists think 
meat broth with peptone and glucose is 
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more appropriate for use in tropical 
climates. The principal germs found in 
dental infections are streptococci and 
staphylococci, which seem to grow better 
in this medium. For the most accurate 
test for sterility of root canals, three cul- 
tures should be made which show no 
growth, with only a dressing of sterile 
saline solution employed between the 
culture tests. 


TECHNICAL PROCEDURE 


When, according to the clinical signs, 
the root canal is ready to be filled, re- 
gardless of the medication that was 
used in treatment of the case, the culture 
test is necessary to prove the sterility of 
the canal. We use the following instru- 
ments and materials to make this test: 


Atomizer. 

Rubber dam, clamps, silk floss, rubber 
dam holders and punch. 

Small metal dish to carry absorbent 
points, compresses, syringes, needles and 
other instruments. 

Metal tray, fire-proof, for instruments 
after they have been used. 

Two cotton-pliers, one for the operating 
field, another to remove points and com- 
presses from their holders. 

Mouth iairror. 

Two glass syringes, Luer’s type 2-3 cm. 

Two needles: 3 by 0.6, slightly bent. 

Small pair of scissors. 

Explorer No. 3. 

Excavators and spatulas for gutta-percha 
and cement. 

Gas burner or alcohol lamp. 

Small metal drum (12 by 6 cm.) contain- 
ing small compresses (0.5 by 0.5 cm.) of 
compressed cellulose sterilized at 270° F. for 
thirty minutes. 

Absorbent points, “thick.” 

One sterilized glass jar to receive these 
points. 

Test-tubes with culture broth. 

Metaphen tincture or similar germicide. 

Absolute alcohol to wash the root canal. 

Alcohol 40° for flaming the instruments. 

Temporary cement. 

Gutta-percha, medium and hard. 

Antiseptic solution for atomization. 

Ampules of sterile saline solution. 


STEPS OF THE TECHNIC 


1. At the last appointment, after the 
root canal is considered ready to be 
filled, we clean the root canal as well as 
possible with absolute alcohol, using the 
Luer syringe with needle slightly bent, 
and dry it with absorbent points and 
compresses. One absorbent point free 
from drugs or medicaments is left in the 
root canal; the pulp chamber is filled 
with a sterilized compress, and the tooth 
is sealed with temporary cement and 
gutta-percha. 

2. After forty-eight hours, never be- 
fore this time, the mouth should be 
thoroughly atomized, the operating field 
sprayed with diluted hydrogen peroxide 
and the rubber dam adjusted accurately. 
Antisepsis is assured for the dam and 
isolated teeth by the use of metaphen 
tincture or a similar germicide. Hot air 
is used to dry out the excess of germicide, 
and then the dressing is removed with 
sterile excavators. It is necessary to carry 
out this operation with the greatest care, 
with attention to the smallest details, 
even avoiding an air draft. We recom- 
mend cutting off the electric fan and 
closing the windows to prevent contam- 
ination of test-tubes, keeping in mind 
that no antiseptic is to be used during 
the operation. 

3. Once the gutta-percha has been re- 
moved, the temporary cement must be 
broken. Then hot air may be used for 
cleaning the field and removing the 
pellet that carries the cement débris. The 
field is then cleaned for the passage of 
the absorbent point for the culture. 

4. As soon as the point is ready to be 
removed, the assistant brings the culture 
tube previously labeled with the name, 
date, hour and indication of the canal 
(one tube for each root canal), and the 
operator removes the point with pliers, 
using great care not to touch the cavity 
walls or any other thing. Immediately 
afterwards, the cotton stopper is inserted 
in the test-tube, which is sent to the lab- 
oratory. This should be done quickly so 
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that the tube will be open only for the 
shortest period of time and the point will 
be exposed to the air for just a fraction 
of a minute. It is necessary to have a 
little training to do this correctly. While 
the result of the bacteriologic test is 
awaited, the dressing must be antiseptic. 
If bacteriologic examination reveals the 
presence of pathogenic germs, one or 
more treatments with medication or 
other procedures (ionization, compres- 
sion, etc.) should be made. Again, after 
washing of the root canal with alcohol 
and a sterile saline solution, another dry 
sterile absorbent point is sealed in. Al- 
ways the third examination must be 
final. If infectious conditions persist 
after the third “test, the tooth must be 
extracted. 

In case only saprophytes develop, it is 
necessary to have another laboratory 
test. When this test indicates the asso- 
ciation of saprophytes and pathogenic 
organisms, the same procedure should 
be used, in trying to correct the defect 
that caused the contamination. 

It is important to know the length of 
time that the saprophytes take to grow in 
the culture medium, and whether the 
organisms are exclusively saprophytic, 
because, if they do not develop in the 
first twenty-four hours of incubation, the 
test may be worthless, as they may stop, 
by competition, the development of 
pathogenic germs. 

A sterility test of a root canal, there- 
fore, must be made systematically in all 
cases. This proof, like all laboratory 
proofs (Wassermann, Kahn, 
hemoculture, etc.), when negative, may 
have no value at all. It should be made 


Schick, - 


2215 


plain that sterility does not mean cure. 
Cure is dependent on the patient’s good 
health. The sterility test is used only as 
an indicator as to when to stop the treat- 
ment and fill the canal. It is an indicator 
of scientific value, but has nothing to do 
with therapeutics. It is proper to expect 
that the root canal treated under these 
directions and thus filled will afford a 
favorable prognosis. 

We have had an opportunity to test 
the sterility of the material taken from 
the apex and socket of an extracted 
tooth a month after the filling had been 
done. This tooth, during treatment, 
furnished two positive cultures of strep- 
tococcus, and sterility was obtained only 
on the third test. 

The data gathered from forty-four 
pulpless teeth treated by this method, 
after careful selection, are shown in Fig- 
ure I. 

In cases in which we could not ob- 
tain sterility the first time, twenty-three 
of seventy-seven, we could verify the 
presence of the streptococcus as the pre- 
vailing agent in the periapical infection. 
(Fig. 2.) 

Unfortunately, it has not been easy to 
establish the exact connection between 
methods of treatment and the results. 
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COMPLETE DENTURE IMPRESSION MATERIALS 
THEIR APPLICATION AND MANIPULATION 


By Henry Giupxer,* D.D.S., Chicago, IIl. 


NQUESTIONABLY, many of the 
difficulties encountered in com- 
plete denture prosthesis have their 

beginning in the impression phase of the 
construction of artificial dentures. There 
is, apparently, an unending search for a 
technic that will prove infallible regard- 
less of its usé or abuse. Yet, peculiar as 
it may seem, most of the approved tech- 
nics, when properly applied, will, in some 
hands, prove decidedly satisfactory. The 
success of these individual operators 
should not be attributed to unusual abil- 
ity. In all probability, it may be at- 
tributed to an understanding of mouth 
conditions which require a variation in 
the selection and application of the vari- 
ous impression materials. 

Usually, this phase of denture con- 
struction is discussed from the viewpoint 
of manipulation of materials rather than 
consideration of the application of the 
materials as required by the physical con- 
ditions of the oral tissues. In the past, it 
seems that little consideration was given 
to the characteristics of the tissues upon 
which the artificial denture base is to 
rest. Since the publication of recent in- 
vestigations by Pendleton, in regard to 
the minute anatomy of the edentulous 
jaws, it has been possible to formulate a 
more scientific plan for the application 
of impression materials. 

The statement of Swenson regarding 
success in artificial denture construction 


*Assistant professor of prosthetic dentistry, 
Chicago College of Dental Surgery. 

Read before the Section on Full Dentures 
at the Seventy-Eighth Annual Midwinter 
Meeting of the Chicago Dental Society, Feb- 
ruary 25, 1942. 
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is apropos and applicable to this presen- 
tation : 

The acceptance of a certain combination 
of methods and materials known as a technic 
is not necessarily a solution of the denture 
problem. Achieving success requires knowl- 
edge of and experience in the application of 
the materials and methods that have been 
chosen. Too many men want the mere ac- 
ceptance of a technic to secure immediate 
results. 

With the technic of complete denture 
construction developed to the point at 
which it is today, the solution lies not in 
the discovery of new methods or new 
materials, but rather in the proper appli- 
cation of those with which we are al- 
ready familiar. 

The problem of the selection of an 
impression technic, which of course in- 
cludes methods and materials, may be- 
come very confusing unless some funda- 
mental basis for this selection is followed. 
The basis for this selection will never be 
found in the ease of manipulation of the 
impression material or the unwarranted 
claims made for an individual product, 
but only in an understanding of the his- 
tologic structures which support the arti- 
ficial denture. 

Pendleton states in regard to impres- 


‘sion technics: “The biologic problems 


usually do not enter the picture in the 
operator’s interest until all of the alluring 
technics have added their quota of dis- 
appointments.” 

An impression is a negative likeness of 
the denture areas of the edentulous 
ridge, secured in a plastic material from 
which a cast can be produced. 

There are four requirements of a good 
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impression for the construction of a com- 
plete artificial denture : 

1. It shall reproduce in detail the 
denture areas of the residual ridge. 

2. It shall cover all the area intended 
to be included in the completed denture 
base. 

3. The peripheral borders shall be 
well-rounded and shall fill the vestibular 
space. 

4. There shall be definite control of 
the soft tissues comprising the denture 
areas of retention. 

My remarks will be confined pri- 
marily to consideration of the fourth 
requisite, control of the soft tissues. 

George H. Wilson has given us many 
basic principles of impression technic, 
two having a direct bearing upon the 
selection of impression materials: “An 
impression material is of value only as it 
is intelligently and skilfully used . . . the 
soft tissues are the factors that create the 
variableness in impression taking.” 

Control of the soft tissues is of great 
importance, and yet is probably the pro- 
cedure least understood, primarily be- 
cause of lack of knowledge of the research 
in this particular field. 

For many years, clinical observation 
has proved that certain materials give a 
decidedly satisfactory result from the 
viewpoint of retention and maintenance 
of the health of the tissues of the denture 
areas, while, in other cases, the results 
were none too gratifying. The conclu- 
sion was reached that there were definite 
indications for the use of various im- 
pression materials and that the soft tis- 
sues of the edentulous ridge, and espe- 
cially the tissues receiving the principal 
stress from the denture base, should de- 
termine the selection of the impression 
materials. 

Therefore, it is essential that the 
minute anatomy of the edentulous max- 
illae and mandible be considered before 
practical application of the selection and 
manipulation of the impression mate- 
rials, 
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Pendleton has classified and described 
the denture areas of the maxillary 
edentulous ridge as follows: 

1. The relief areas, located in the 
vault of the maxillary jaws. They are 
three : 

(a) The median raphe, or ridge, of 
the intermaxillary suture, an area in the 
average mouth having a thin unyielding 
mucosa and submucosa. Undue pressure 
should not be placed upon this area, yet 
the denture base should be in contact 
with this area if the maximum of reten- 
tion is to be secured. Relief over this 
area should be secured in the impression 
and not in the processing of the finished 
denture base. 

(b) The incisive foramen, lingually 
from the incisal papilla, through which 
the blood and nerves of the soft tissues of 
the anterior lingual area of the hard 
palate are supplied. 

(c) The posterior palatine foramina, 
just lingually from the position originally 
occupied by the second molar tooth, 
through which the blood and nerves of 
the soft tissues of the posterior two-thirds 
of the hard palate are supplied. Since 
the tissues covering these foramina are 
composed of fat, glandular and fibrous 
connective tissue, they afford protection 
to the blood vessels and nerves. There- 
fore, only in unusual conditions, a very 
thin mucosa and submucosa, need they 
be considered as relief areas. 

2. The stress-bearing area, the denture 
area beginning at the line of muscle at- 
tachment on the buccal and labial sur- 
faces of the edentulous ridge and ex- 
tending over the crest of the ridge, 
including all of the hard palate except 
the areas of relief. The soft tissues of this 
area are not only variable as to thickness 
and compressibility in the mouths of 
different patients, but also they vary in 
thickness in the different regions of the 
same edentulous jaw. Their compressi- 
bility may be determined very easily by 
a careful digital examination of the 
edentulous ridge. From this examina- 
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tion, the compressibility of the soft tissues 
may be described as normal or average, 
non-compressible or thin and unyielding, 
and displaceable. 

3. The valve-producing area, an area 
about the entire peripheral area of the 
edentulous ridge, composed of muscle 
tissue. The tissues of this area are not 
capable of tolerating compression, with 
the exception of the soft palate. The 
valve-producing area begins at the line 
of muscle attachment of the buccal, 
labial and posterior border and extends 
onto the muscles, to the flexion line. 

The denture areas of the mandibular 
edentulous ridge are likewise three : 

1. The stress-bearing area, the area 
over the crest of the residual ridge. The 
tissues overlying the jaw ridge in this 
area are compressible and, in most cases, 
capable of bearing the major stresses of 
occlusion. 

2. The valve-producing area, includ- 
ing all of the peripheral tissues (muscu- 
lature) similar to those of the maxillary 
edentulous ridge. 

3. The relief area, an area on the buc- 
cal surface over the external oblique 
ridge and attachment of the buccinator 
muscle. The muscle plays an important 
réle in the retention of the mandibular 
denture and only through freedom of 
contact of the denture base with the 
underlying tissues is stability assured. 

To establish equilibrium of the denture 
base with these supporting structures, 
compression of the soft tissues of valve 
and relief areas must be avoided. Im- 
pairment of the health of the structures 
can frequently be attributed to failure to 
obtain and maintain denture equilibrium. 
In the average mouth, the tissues of the 
stress-bearing area must be compressed 
in order to secure the maximum of reten- 
tion and to maintain tissue health. 

All complete denture impression tech- 
nics can be classified under one of the 
three following groups : 

1. A mass impression craphaying plas- 
ter of Paris. 
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2. A mass impression employing im- 
pression compound, either in an open or 


* in a closed mouth technic. 


3. A corrective type of impression em- 
ploying an individual tray of compound, 
vulcanite, acrylic or metal and a correc- 
tive lining. The choice of these correc- 
tive materials can, in most instances, be 
left to the individual operator’s judgment 
as to his ability to manipulate the mate- 
rial. Among these corrective materials 
may be mentioned plaster of Paris, low- 
fusing compounds, oil impression pastes, 
waxes and many trade preparations. The 
most difficult material for use as a cor- 
rective lining is one that is slow setting, 
since improper digital pressure upon the 
individual tray while the material is 
hardening may cause distortion, resulting 
in an inaccurate impression. 

Since the soft tissues are the variable 
factors in impression taking, examination 
of the tissues of the stress-bearing area 
will cause us to decide upon the use of 
the proper material. It has long been 
our plan to employ full plaster impres- 
sions for those ridges presenting an un- 
usual amount of hyperplastic (displace- 
able) tissue in the stress-bearing area. 
The surgical removal of this displaceable 
tissue is usually indicated, yet, in certain 
cases (the older patient or one in poor 
health), this may not be practical. 

In cases presenting a thin mucosa and 
submucosa in the stress-bearing area and 
relief areas, the use of impression com- 
pound as a mass impression has proved 
very satisfactory. The employment of 
impression compound will secure the 
greatest amount of compression and yet 
maintain the health of the underlying 
tissues. The greatest danger in the use of 
compound en masse lies in the fact that 
overcompression of the tissues of the 
valve area may occur, resulting in a loss 
of elasticity of the muscle fibers of this 
area and therefore a loss of retention of 
the denture base in a short period of 
time. 

The vast majority of edentulous ridges 
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present a variation of hard and soft tissue 
areas, the tissues being slightly compres- 
sible in the stress-bearing area and not 
compressible in the relief and valve areas. 
For our purpose, the use of a compound 
individual tray and correction with plas- 
ter of Paris have proved very satisfactory 
for securing the maxillary impression. 
However, the use of an individual vul- 
canite or clear acrylic tray with a high 
fusing or Asiatic paraffin lining is recom- 
mended for securing the mandibular im- 
pression. 

The purposes of an individual impres- 
sion tray are as follows : 

1. To act as a vehicle for carrying the 
corrective material. 

2. To control the extension and devel- 
opment of the peripheral borders of the 
impression. 

3. To avoid compression in the relief 
and valve areas. 

4. To gain compression of the tissues 
of the stress-bearing and postdam area. 


SELECTION OF THE MAXILLARY METAL TRAY 


A Brittania metal tray of new design 
corresponding to the square, tapering or 
ovoid arch type is selected. The tray 
should be slightly larger than the edentu- 
lous ridge to allow for sufficient thickness 
of impression tray compound. The hole 
in the vault of the metal tray in the area 
of the ridge of the intermaxillary suture 
allows the escape of the compound in this 
area and thus affords automatic relief in 
the completed impression. This relief in 
the impression eliminates the necessity 
for relief on the cast during the process- 
ing of the denture base. The rims of the 
metal tray are short and therefore there 
is a minimum of displacement of the 
peripheral tissues. 

High-fusing impression tray compound 
is selected to secure the maxillary initial 
impression, because it will harden 
quickly and_ will not become distorted 
when trimmed with a knife. Approxi- 
mately 14 cakes of this compound are 
placed in water at a temperature of 
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175° F. It is thoroughly manipulated to 
a uniform plasticity, carefully adapted to 
the metal tray and inserted in the mouth. 
The anterior portion should be carefully 
centered and only partially seated. While 
pressure is uniformly applied to the molar 
areas of the tray, the patient is asked to 
close the mouth partially to prevent 
underextension on the buccal and labial 
rims. The impression is easily dislodged 
by distention of the patient’s cheeks by 
the operator. It should never be dis- 
lodged by force upon the handle of the 
metal tray since such a procedure dis- 
torts the compound. The initial impres- 
sion must be thoroughly chilled before 
any attempt is made to trim it with a 
knife. 

The rims of the initial impression are 
usually found to be overextended. To 
prevent this condition from being repro- 
duced in the completed denture base, it 
is necessary to remove the excess by 
trimming with a knife. This trimming 
will also provide for complete freedom of 
action of the muscles in securing the 
plaster correction. The maxillary indi- 
vidual tray should always be removed 
from the metal tray and the peripheral 
borders be reduced in thickness so that 
the correct thickness may be established 
with the corrective material as deter- 
mined by the vestibular space. 

The corrective material of choice for 
lining the compound individual tray is 
best determined by the operator’s ability 
to manipulate the various materials that 
are available. A material softened by 
heat is not satisfactory, since the com- 
pound, being unsupported, can easily be- 
come distorted. Orlopp’s plaster has 
proved very satisfactory. Approximately 
3 ounces of this plaster is placed in a 
clean, dry plaster bowl and 2 ounces of 
room temperature tap water is added. 
This is allowed to blend for one minute. 
The bow! is then covered and the mix 
agitated for thirty seconds. Two minutes 
of working time, sufficient to place the 
plaster in the tray, is available and the 
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plaster will set in three minutes after 
insertion in the mouth. 
The manipulation of the compound 


for the mandibular initial impression is 
similar to that required for the maxillary 
impression. 


IMPORTANCE OF SYSTEMATIZED PROPHYLAXIS 
AND ITS RELATION TO DENTAL 
REPLACEMENTS 


By Exsert J. Weaver, D.D.S., Milwaukee, Wis. 


T is difficult to understand the rather 
casual manner in which prophylaxis 
is or has been taught. I have inter- 

viewed a great many recent graduates, 
and their indifference to and disinterest 
in this important phase of dentistry is 
amazing. There are probably a number 
in this group who have had amusing ex- 
periences in questioning young graduates 
about how they would proceed to admin- 
ister a prophylactic treatment. The stock 
answer given to me is, “Why, I pick off 
some tartar if I see any, and brush the 
teeth a little.” One young man, I recall, 
could remember that teeth decay at or 
directly under the contact points, but he 
could not think, with that in mind, just 
where it was more important to clean 
and polish them. Others casually an- 
swered that they were dentists, and that 
that kind of work was for the hygienist, 
leaving the impression that prophylaxis 
was a little beneath their dignity as big- 
time dentists. In some instances, a few 
years’ experience seemed to change their 
outlook, but in a great many cases it did 
not. 

Members of this section know well 

that there are thousands of serious cases 
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of decay and pyorrhea that could easily 
have been prevented with timely, ordi- 
narily good cleaning. This is not news to 
the man specializing in periodontia, or to 
one who, with his other work, makes it 
his business to give better prophylactic 
service than his neighbor. But the ques- 
tion is, “How are we, the men vitally 
interested in this all-important preven- 
tive work, to arouse the interest of the 
great number of men in our profession 
who make no effort at all at ordinary 
cleaning, to say nothing of thorough 
prophylaxis?” 

Perhaps more than thirty years of 
watching day after day these cases show- 
ing conditions that should not have been 
allowed to occur has made me look a 
little too much on the dark side; but I 
wish that I knew more about the re- 
actions of other men in this field—what 
runs through their minds when a patient 
announces, “My dentist thinks I have a 
touch of pyorrhea.” It is not necessary 
to state what the specialist usually finds 
on careful examination of such cases. A 
record of the number of times the state- 
ment just referred to has been heard in 
our offices would be interesting. Upon 
examination, in these instances, if most 
of the teeth were moving like wheat in 
the wind, it was, of coursé, our duty to 
advise what should be done. That is 
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what the dentist who was in charge could 
not bring himself to do, and so passed 
the responsibility on to some one else. 
Did he console himself with the thought, 
“If I had only suspected earlier the con- 
dition developing in this mouth, I might 
have done something about it”? If so, 
and if he was honest with himself, he 
probably wondered, “Well, just what 
could I have done about it anyway?” 
Fortunately, in some instances, the den- 
tist in charge, realizing that he had failed 
in his care, sends the patient to some one 
competent to take charge. Such an atti- 
tude is very creditable. 

Now as to the question of the hygien- 
ist: She certainly has her place in dental 
practice. She is~invaluable in institu- 


Fig. 1.—Close-up of instrument 2 (com- 
pare Figure 5), working parallel to long axis 
of tooth, but only on distal surfaces. 


tional work and in schools and educa- 
tional activities, and can fill advantage- 
ously positions in certain phases of office 
routine. But long years in this work have 
taught me that prophylactic care of the 
mouth is as much a postgraduate re- 
quirement in dentistry as is prostho- 
dontia, orthodontia or surgical care of 
pyorrhea. Certainly it seems that the man 
in charge of the office should be held re- 
sponsible for all work done under him. 
This would mean that the hygienist could 
not be held responsible for unsatisfactory 
work, as she is sometimes. 


The foregoing comments and reflect- 
tions represent the impressions that have 
been made on my mind during a period 
of more than thirty-five years—a period 
devoted to specialization in prophylaxis 
and the treatment of abnormal conditions 
of the periodontium. Through these 
years, the fact of greatest importance in 
the fight for good teeth and health has 
been the establishment of a first line of 
defense against disease. This first line of 
defense must be prophylaxis and diet. 

One of the main reasons why prophy- 
laxis is neglected by the average dentist 
is his fear of not receiving an adequate 
fee for this type of work. But is this atti- 
tude really justified? Before analyzing 
this consideration, let us review briefly 


Fig. 2.—Close-up of instrument 3 or 4, 
working from distal toward mesial aspect; 
showing blade in position on tooth nearly 
parallel to long axis. 


some of the other reasons why prophy- 
laxis is neglected today. In the first place, 
the average dentist feels unable to em- 
ploy a sufficiently convincing type of 
salesmanship to impress his patients with 
the importance of continuous prophylac- 
tic care. For instance, let us assume that a 
general practitioner decides to give some- 
thing better in the way of prophylactic 
service than he has been giving. Accord- 
ingly, when the next patient in need of 
prophylactic service comes in, the dentist 
advises a procedure for which his fee will 
be twice what it has been his usual cus- 
tom to charge. Naturally the patient will 
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want to know just why, and what he 
intends to do that he did not do before. 
If the operator has taken postgraduate 
training and has learned or acquired a 
systematized technic since his last treat- 
ment of this patient, he will be in a posi- 
tion to explain his reasons for a new 
emphasis upon the importance of prophy- 
laxis. If the patient is shown the different 
steps in the new technic as the work pro- 
ceeds, he will, in nine cases out of ten, 
become interested and will be quick to 
note the definite superiority of the new 
procedure. 

If the operator fails to change his 
technic and proceeds in the same old 
manner, simply spending more time, he 
cannot expect to secure the complete 


Fig. 3.—Close-up of instrument 5 or 6, 
working as in Figure 2, only from mesial 
toward distal aspect. 


confidence of his patient. The patient 
may be somewhat impressed, but not 
nearly so favorably as if an entirely new 
mode of procedure had been employed. 

The important thing that the dentist 
is attempting to impress upon the patient 
is that, with the improved technic of 
prophylaxis, general health and the re- 
tention of sound teeth can be guaranteed 
within reason. This must be thoroughly 
explained to the patient. 

In presenting this idea, one might em- 
ploy a passive or a negative type of sales- 
manship. Instead of strongly urging the 
patient to agree to the new treatment, it 


might be better simply to explain just 
what the earlier procedure consisted of, 
indicating its limited benefits, and then to 
explain the added benefits of the new 
technic, indicating fully its permanent 
results. This confronts the patient with 
the necessity of making a decision. In 
such circumstances, it is human nature 
to want the best when one understands 
its advantages. To those who have never 
used this idea, it is worth a trial. Our 
records through the years show that it has 
proved successful, unless the patient posi- 
tively could not afford it. 

Again, prophylaxis is neglected because 
some dentists do not care about “cleaning 
teeth,” so-called. They have the idea that 
such work is not dentistry. No doubt, if 
these men were shown that they could 


Fig. 4.—Close-up of instrument 10 or 11 
(Logan files), finishing or burnishing all 
around gingival surfaces. 


earn as much with this type of work as 
in other dental operations, and without 
much outlay for material, they might 
at least consider the idea. 

A third reason for neglect of prophy- 
laxis is the fact that some men are too 
easily discouraged if patients do not 
respond promptly and regularly to call 
cards sent out or phone calls made at 
regular intervals for prophylactic treat- 
ment. It is here admitted that getting the 
patient to come in when he should is 
not easy. But, in the long run, the per- 
centage is fairly good. One thing the 
records show is that it is most difficult to 
get those who first came in with the worst 
of mouth conditions, due to their own or 
the neglect of the dentist in charge, to 
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return for prophylactic care. When it is 
discovered by the patient that he has less 
dental work after prophylactic care, 
which means less expense, and when he 
also finds that little discomfort is experi- 
enced after a prophylactic treatment and 
that no pyorrhea symptoms are allowed 
to develop as the years go by, the sensible 
patient is usually convinced of its worth. 

To return to the economic or financial 
reason for disinterest in prophylaxis: 
Most dentists would qualify and equip 
themselves to do regular prophylactic 
work if they were sure that a better fee 
would result from the expenditure of 
more time and from greater efforts. But 
this will not happen until the dentist 
fully realizes the value of what he is 
doing. He must believe in it himself. 
Then when he realizes that he must get 
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tegration from neglect somewhere? This 
careful work could have been made use- 
ful to the patient for many more years 
if the proper health of the periodontium 
had been maintained. If the necessity of 
insuring strong abutments was stressed to 
the degree that “beautiful” dental work 
is, many more years of usefulness of den- 
tal work as well as the continuance of a 
good appearance could be guaranteed. 
The economic value to the patient can 
be proved by records, and the film and 
table clinic will show this in cases taken 
from our own records. 


PROPHYLAXIS AND DENTAL REPLACEMENTS 


The title of this paper precludes study 
of engineering problems from the stand- 
point of functional stress or stabilization. 
Also, different ideas as to design in the 


Fig. 5.—Prophylactic instruments, including Weaver push and pull (1 to 6), Logan files 10 


and 11, and any thin sickle scaler of choice. 


as much per hour for time spent in doing 
prophylactic work as he does for any 
other dental operation, he should be able 
to make the patient see the real value of 
preventive measures. 

Leaving the economic reason for 
neglect on the part of the dentist, we 
must consider the subject from the pa- 
tient’s standpoint. As has been stated, it 
has been demonstrated innumerable times 
that patients will prefer more thorough 
prophylactic care if the value of such 
improved methods has been proved to 
their satisfaction. Don’t many mouths 
show that at various times very good 
dental care has been given them, but this 
dental work is presenting signs of disin- 


matter of clasps or other retainers, or 
occlusal rests, cannot be considered. By 
and large, this is the problem that must 
confront the actual builder, or more 
especially the designer, who I hope is 
more often the dentist than the labora- 
tory technician. ~ 

It seems that the most practical ap- 
proach in illustrating or visualizing the 
connection between prophylaxis and 
replacement work would be to carry 
through a practical case. Let us take, 
for example, a case that has been in 
our hands for a number of years. A 
few years ago, a replacement was needed 
when some mild pyorrhea operation was 
carried out, but, for some reason, the case 
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has drifted along, or perhaps the question 
of removing a pulpless tooth that the 
patient insisted upon keeping has finally 
come to be a vital question. 

Prophylaxis has very much to do with 
pulpless teeth, and we cannot leave the 
subject without noting what experience 
has taught, that it is a good procedure, if 
the patient wishes to retain pulpless 
teeth, to ask whether he does not think 
it advisable to consult his physician as to 
whether it would be reasonably safe to 
do so. In this way, the patient often 
gets a needed check-up, and whether the 
teeth in question are kept or not, both 
patient and physician may thank the 
dentist later on. At all events, it places 
the responsibility on the physician or 
the patient, or both, and with the nota- 
tion on the examination or record card, 
there is one less thing for the dentist to 
worry about. 

With the tooth in question removed 
in accordance with the final opinion of 
the diagnostician as well as that of the 
dentist, the mouth, after the necessary 
lapse of time, is ready for the removable 
appliance. 

The history of the case under con- 
sideration, and others in the same cate- 
gory, has been that after the initial 
pyorrhea operation and the follow-up 
' stimulation treatments, which I consid- 
ered to be as important as the surgical 
work itself, the patient returns every four 
months during the first year for pro- 
phylaxis and a check-up. After that, a 
prophylaxis and check-up are necessary 
only every six months. This operation 
is as previously described a systematized 
prophylaxis, the operator looking care- 
fully for any symptoms of gingival in- 
flammation or deepening of the free 
marginal crevices. Further, if any small 
areas look abnormal they are slightly 
cauterized with phenolsulfonic acid, 
always followed by sodium bicarbonate, 
or something of ‘that nature, until the 
areas are again firm and natural in 
color. Treatment by means of rubber 


pointed interdental stimulators is used, 
also wood polishing when necessary. 
Last but not least, the occlusion is 
checked with thin carbon paper or thin 
sheet wax about 26-gage, or by painting 
the occlusal surfaces with some color 
solution. To assure detection of any 
traumatism, the digital test is employed, 
placing the index finger gently against 
each tooth and asking the patient to 
move the mandible in its several excur- 
sions. The slightest abnormal movement 
is easily detected in this manner. Any 
teeth showing traumatism must be re- 
lieved, and the intent is not to take the 
tooth or teeth actually out of occlusion, 
but to relieve any side thrust, especially 
in the lateral excursions of the mandible. 

The time has now arrived for con- 
struction of the partial denture. After 
the prophylaxis, during which each abut- 
ment is studied as to the health of the 
surrounding tissue and the bone strength, 
a snap impression is made, upon which is 
based, in a general way, the program of 
construction and retention that is to be 
followed. The final impression is made, 
after deepening or preparing the occlusal 
surface of natural teeth or inlays or 
crowns for occlusal rests. Experience has 
taught that this also is an important step. 
So many cases show that if the occlusal 
rest had fulfilled its intended purpose, 
the need for prophylactic care of the 
tissue around these abutment teeth 
would have been minimized. In some 
cases, owing to faulty rests, it is impos- 
sible to keep the areas directly adjacent 
to these abutment teeth healthy, and 
the replacement has to be remade, or 
loss of the teeth will result, and the 
greatest fault seems to be that the seat 
for this rest after preparation is not left 
so that the rest itself may be absolutely 
or nearly at right angles to its upright 
supporting pillar. Often, even where the 
rests are holding, inflammation will oc- 
cur upon the gum tissues, directly ad- 
jacent to the abutment tooth where the 
partial denture seems to be exerting too 
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much pressure. This trouble can be 
remedied by making the interproximal 
space wider between the abutment and 
the denture. Also, inflammation from 
overextension of saddles and pressure 
from excessive occlusal force on partial 
dentures, mainly tissue borne, must be 
carefully watched. 

From the master model taken from 
the final impression, the working or cast- 
ing model is usually made, upon which 
the waxing is done and the teeth are 
assembled in occlusion. We must now 
leave these phases of construction and 
prepare the denture for insertion in the 
mouth. If the partial denture can be 
seated readily on the master model, 
usually insertion~in the mouth will not 
be difficult. Care must be taken if more 
relief is necessary. The more that is 
known about fitting the castings on the 
master model, the easier the work of 
placement in the mouth. It is wise not 
to have the retention too strong at the 
first insertion—just strong enough for 
good stabilization. This gives the denture 
a chance to settle more readily to the 
exact resting place. Later, a little tight- 
ening will not place so much strain on 
the teeth affording the retention. 

Now the occlusion is checked in the 
manner before stated. If the replaced 
teeth strike too hard, or the occlusal 
rests are a little high, they are relieved 
carefully, but the patient is advised that, 
in a day or two, adjustment should be 
made, if necessary, to further perfect the 
occlusion. 

Whether the denture will prove suc- 
cessful over the length of time that it 
should will depend upon, first, the engi- 
neering; second, the attention to small 


details in construction, and, finally, the 
prophylactic care, with all that this im- 
plies, as the years go by. While pro- 
phylaxis is being carried out, it is well to 
immerse the partial appliance in a cleans- 
ing, sterilizing solution. After immersion, 
the denture is polished and presented 
again to the patient. 

Just a word about fixed bridgework : 
After observing fixed bridgework and do- 
ing prophylactic work in mouths carry- 
ing this type of prosthesis for more than 
forty years I favor it where it can be 
used. It is desirable, however, that these 
dentures be built in the dental office 
rather than in the commercial labora- 
tory. The only suggestion offered is that 
there be ample interproximal space, 
especially next to the abutment teeth, 
so that these areas may be absolutely self- 
cleansing. In my experience, with bridge- 
work properly constructed, supporting 
areas can be kept just as clean as when a 
full complement of teeth are present. 


CONCLUSIONS 


Prostheses are as good, as, but no 
better than, the teeth to which they are 
attached or upon which they rest. And 
to guarantee their longevity, teeth hold- 
ing or supporting these dentures should 
be made healthy. Prophylaxis at regular 
intervals must be insisted upon, and this 
service must include systematized instru- 
mentation and follow-up stimulating 
treatments. Careful checking of occlu- 
sion whenever a prophylactic treatment 
is given is imperative. Instructions in 
brushing and in the use of floss and 
interdental stimulation, of course, are 
given. 

Bankers Building. 
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EVALUATION OF ACRYLICS FOR MASTICATORY- 
SURFACE RESTORATIONS 


By Jacos A. Sarri, D.D.S., Chicago, III. 


OR several years, the eye of the den- 

tist has been delighted with the 

esthetic results obtained in den- 
tures of polymerized methyl metha- 
crylate, popularly called acrylic. More 
recently, the material has been agvocated 
by some clinicians for artificial teeth, 
bridges, porcelain jackets and inlays. In 
most of the literature on this phase of 
the subject, however, it has been urged 
that the acrylics be used with caution. 

It is the object of this paper to pre- 
sent some data which may help the 
dentist to approach the problem of 
whether an acrylic is suitable for replace- 
ments where the masticatory forces will 
act directly on it. 

Years ago, when mile-long bridges 
were still a dream, the most visionary 
engineers supported the theory that there 
need be no question as to the collapse 
of such a bridge under operation if it 
were constructed of material with the 
required physical properties for with- 
standing the known strains to be put 
upon it. 

They knew that all matter had definite 
agd dependable properties, and that the 
physical properties of a given piece of 
matter could not be influenced by wish- 
ing. Painting a piece of wood the color 
of steel would not bestow upon the wood 
the hardness of steel. Where certain 
stress would be exerted, only steel would 
serve without breaking down. 

So it is with the materials used in 
dentistry. They have definite physical 
properties which can be ascertained and 
measured. 

There are also some fairly well- 
recognized minimum physical require- 
ments that dental materials are expected 
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to meet in order to serve without dis- 
integration or injury to the patient. Some 
of these are set up by the American 
Dental Association’s Research Fellow- 
ship established at the: National Bureau 
of Standards at Washington. Others are 
evolved by experience and incorporated 
in some of the texts on dental materials. 
Thus it happens that were a new type 
of amalgam to be offered the dentist 
tomorrow, he would not have to wait five 
or ten years to see whether his filling 
stood up in the mouth. The laboratory 
reports of the physical properties of this 
new material would tell him in advance 
how strong it was, how hard, how 
brittle, how soluble, how toxic, etc. With 
all this knowledge before him, he would 
be able to judge the value of this ma- 
terial for specific dental purposes. 

While methyl methacrylate has been 
a common commercial product with 
limited uses, in the hands of the den- 
tist it is only a new, better looking den- 
ture material about whose chemical 
properties he may know little. 

To extend the use of this material, 
acrylic, to teeth, fillings and other 
masticatory replacements requires study 
of the laboratory reports on the physi- 
cal properties of acrylics and their con- 
sideration in the light of recognized 
minimum requirements for dental ma- 
terials which must undergo chewing 
stress. 


HARDNESS 


If a material met all the requirements 
and had all the other physical properties 
desirable, but lacked hardness, it would 
be useless. It would have the same value 
as a piece of properly colored wax such 
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as is used by undertakers to simulate 
natural teeth. 

In the testing of dental materials, the 
Brinell tester is used. A hard steel ball 
of given diameter is pressed, under a 
specific load, against the material to be 
tested. The area of the surface of inden- 
tation divided by the load gives the Brinell 
hardness number. The lower the number, 
the softer the material. The Brinell hard- 
ness of acrylic’ is from 18 to 20. 

Now, let us see what is considered 
a satisfactory hardness for a restoration 
material and how an acrylic fares by 
comparison. As a result of their work on 
golds, the Research Commission at the 
National Bureau of Standards issued 
Specification No. 5,? which lists three 
types of gold alloys to be used primarily 
for inlays. Type A, the softest, is de- 
scribed as for “soft inlays, easily bur- 
nished and subject to very slight’ stress.” 
For such light stress, the commission 
considers a Brinell hardness of 40 the 
absolute minimum. 

By no stretch of the imagination could 
it be taken to imply that such a Brinell 
hardness would be suitable for an arti- 
ficial tooth. For pontics, the Research 
Commission suggests the use of type B, 
with a Brinell hardness of from 70 to 
100, or type C, with a Brinell hardness 
of from go to 140. 

The property of hardness cannot be 
stressed too strongly. A good example of 
a material that was abandoned because 
of a lack of this quality is cast pure 
gold. With the exception of its use as a 
foil, where pure gold may attain the 
Brinell hardness of 61,° it is interesting 
to note how many authorities caution 
against its use. 

To cite a few instances: K. W. Ray* 
says, “Pure gold is too soft and weak 
for most purposes and must be alloyed 
with other metals to increase its strength, 
elasticity and hardness.” 

E. W. Skinner’ says, “Because of its 
extreme softness, pure gold is not indi- 
cated for use in the mouth except in the 
form of gold foil.” 
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After a series of tests, R. L. Coleman® 
gives 24-carat cast gold a Brinell hardness 
of 27. Other authors® give it up to 34. 

The average well-inserted amalgam 
has a Brinell hardness of 52, or more 
than two times the maximum hardness 
of acrylics. 

Again it is stated that the Brinell 
hardness of acrylics is from 18 to 20. 


STABILITY 


It is almost mandatory that, after 
completion, an artificial tooth, bridge, 
jacket or inlay be stable and undergo no 
further change. It seems reasonable to 
expect a material going into such im- 
portant precision work to remain con- 
stant once it is processed. 

Unfortunately for dentistry, acrylics 
are shown to undergo constant change. 

W. R. Kern® performed some in- 
genious experiments with acrylic, vinyl 
acrylic and vulcanite . which present 
these changes in a simple, understand- 
able manner. He says: 


Under conditions of moisture and tem- 
perature simulating those of the mouth, all 
materials showed dimensional changes rang- 
ing from +0.32 per cent to —0.04 per cent 
by measurement from left to right and from 
+0.94 per cent to —o.49 per cent in depth 
of vault by measurements averaged over a 
period of twenty-four weeks after processing. 
Changes after processing indicate a general 
expansion of all materials except vulcanite, 
which showed contraction. . . . 

That the dimensional changes which oc- 
cur after processing may be influenced by 
the release of strains resulting in warpage 
is indicated by a certain lack of uniformity 
in the behavior of different specimens of the 
same material. 

Line A in Kern’s Figure 6, repro- 
duced here, shows graphically what hap- 
pened to acrylics in six months. In six 
weeks, this sample of material expanded 
about + 0.22 per cent. In twelve weeks, 
the expansion was still close to this figure. 
In eighteen weeks, it was down to about 
+0.12 per cent, and then it began to 
expand, in twenty-four weeks going up 
again to +0.18 per cent. 
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In none of these Kern graphs are 
there final straight horizontal lines; 
which would indicate that the material 
had assumed a definite shape and one 
that it would continue to hold. 

The cause of these so-called “strains” 
is not completely understood and even 
theories are not abundant. One thing 
is certain: There is no way to avoid 
them. 

When this material is confined to a 
denture base, the major harm done is 
the horizontal crack occasionally appear- 
ing during processing or within the next 
several months, on the labial surfaces of 
the anterior teeth. It is interesting that 


On the subject of stability, it is inter- 
esting to read the Boonton Molding 
Manual’ compiled for the guidance of 
engineers and users of plastic materials. 
Such men must know the exact and 
definite properties of what they are 
using. 

This is what the manual tells them 
about acrylics: “Its chief drawback is its 
tendency to continue dimensional changes 
for an unknown period after molding; 
in other words, it keeps on shrinking to 
a point that may be embarrassing if not 
allowed for.” 

Dentists have always prided them- 
selves on the fact that their work was 
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Vernonite (pink) ; change after processing. (Kern.) 


this crack occurs on that portion of the 
anterior tooth grasped by the acrylics ; 
namely, between the pins and the gingi- 
val curtain of acrylic resin that comes 
down over the collar of the tooth 
labially, and very seldom in any other 
area. The fact that this is the strongest 
part of a porcelain tooth further illus- 
trates the force behind these strains. 

It is not difficult to replace a cracked 
tooth on a denture. But what happens 
to fine details that the dentist struggles to 
put into full dentures containing acrylic 
teeth when there is no constancy in the 
occlusal surfaces? What does the cement 
do as the acrylics keep expanding and 
contracting and expanding again in the 
case of a jacket or an inlay? 


one of precision. Can it be called pre- 
cision work when there is continuous 
dimensional change for “an unknown 
period after molding”? 

Stability? Acrylics do not seem to 
have it. 


CHEMICALS 


The effects of chemicals on plastics 
are wel] known. Acrylics can be destroyed 
completely by chloroform. Ether harms 
them badly. Other chemicals, such as 
the ketones, esters and aromatic hydro- 
carbons,’ are distinctly injurious. Some 
chemicals soften the acrylic resin and 
render it vulnerable to destruction under 
chewing stresses. 

A man undergoing an operation may 
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wake up to find that he needs a new 
acrylic jacket. A diabetic who is pro- 
ducing an excess of acetone may find 
his acrylic teeth changing owing to the 
action of the acetone in his oral secre- 
tions. He will literally be “eating up his 
teeth.” 

What is pertinent here is not so much 
the mere fact that chemicals may destroy 
or injure dental work. While this may 
mean an added expense to the patient, 
all restorations can be replaced. 

What is of grave consideration here 
is the larger aspect, not of the inlay, of 
the jacket or of the teoth, but the wel- 
fare of the patient himself. 

Monomeric (liquid) methyl meth- 
acrylate is a highly poisonous compound. 
Even the vapors are injurious. Constant 
exposure leads to a dermatitis of the 
tissues involved. Laws govern the con- 
duct of those exposed to its fumes, 
workers being protected with special 
types of ventilators or gas masks. 

What do we know of the effects of 
constantly ingesting small quantities of 
acrylic that can be worn off in chewing 
or dissolved by chemical action? What 
of the man who is to receive an 
esthetic of ether or chloroform? We 
of the woman with diabetes? What" 
you and me? 

It seems consistent with regard for 
the health of a patient that some study 
be directed to ascertaining the effects 
of constant ingestion of this material, 
even in minute quantities, before it is 
recommended for masticatory surfaces. 


TEMPERATURE EFFECTS 

Eating and drinking foods high in 
temperature is enjoyed by many. It is 
known that food as hot as 122° F. is not 
unusual. In fact, some people do not 


consider certain foods appetizing unless 
they are at least that hot. 

In a table on the safe operating tem- 
peratures for plastics, the Boonton Man- 
ual’ gives the low temperature for 
acrylate as 120° F. 

The acrylics, 


being thermoplastic, 


Se. 
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become plastic under heat and, under 
proper conditions, will even revert to the 
original liquid state. Thus, any tem- 
perature approaching the softening 
point of acrylics will have a tendency 
to so alter the material that it will 
either flow readily or become soft and 
moldable. 

When no biting stress acts upon the 
material, as is the case with a denture 
base, no apparent damage results. When 
a masticatory force of, say, 90 pounds— 
which Black believed is used in chew- 
ing a steak—is directed upon these 
softened acrylic teeth or jackets, it would 
be only logical to expect injury to the 
biting surfaces. 


WATER ABSORPTION 


From the American Dental Associa- 
tion Research associates at the Bureau 
of Standards come the figures showing 
that the acrylic resin denture subjected 
to a wetting and drying schedule may 
undergo dimensional changes of as much 
as I per cent or even more. 

Most dentists have had the occasion to 
learn how embarrassing this situation 
may be to a patient who leaves his den- 
ures out overnight and then finds that 
they fit poorly in the morning. 

Experience shows that after it is wet 
and kept in the mouth a while, the den- 
ture resumes its old shape, perhaps under 
the influence of the shape of the mouth 
as well as the reabsorption of water and 
the fact that the patient becomes re- 
accustomed to it. 

Such a condition, wherein the pressure 
of the tissue helps in readaptation, is 
not a fault that would condemn the ma- 
terial for denture-base purposes. A 
dimensional change of 1 per cent, how- 
ever, on the occlusal plane when acrylic 
teeth have been used may result in a 
patient’s biting too hard in one place and 
causing resorption of the ridge at that 
point. This cannot be overcome entirely 
by instructing patients to “sleep with 
their teeth.” Mouth breathing at 
night may affect the anterior teeth to 
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the extent of this 1 per cent of change. which it can be depended on to hold for 
even a short period of time, much less a 
ona reasonable length of time such as would 
When acrylics were first introduced _ be required in dentistry. 
into dentistry, they were received with It is very vulnerable to ketones, esters 
great rejoicing because of the improved and aromatic hydrocarbons; which may 
color possibilities appareritly offered. be very embarrassing under certain con- 
Today, it appears that the present known ditions. 
pigments do not give satisfactory results It has a softening point that is not high 
for permanently simulating tooth struc- enough to assure hardness under liquids 
ture. Some question arises as to the and foods the temperatures of which 
uniformity and permanency of the may approach the low softening point 
final color, and the best authority here of acrylics (120° F.). 
is any man who has made acrylic ~ The cycle between drying and wetting 
dentures. causes nearly 1 per cent change in the 
All of the many prosthodontists con- shape of acrylic resin. 
sulted have had the experience of watch- = Although it may be quite color stable 
ing the pink slowly become lighter, of outside the mouth and under severe tests 
having spots of blotching appear and of of powerful lights, in usage in the mouth 
examining a plate some years after use acrylics have shown no dependable color 
to find varying shades of pink in the same _ stability. 
denture. These changes were found re- Any of the above-mentioned points 
gardless of the source of the materiak or would be, in itself, sufficient to cause 
the degree of care used in its polymeriza- hesitancy in the adoption of acrylics for 
tion. teeth or other masticatory surfaces. In 
Fortunately, since only a lightening oc- combination, they do not make the pic- 
curs, or a mottling, which may merely ture any more attractive. 
further resemble the tissue membranes, 
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A COUNCIL ON DENTAL HEALTH 


ProBaBLy the most progressive step made at the recent meeting of the 
House of Delegates of the American Dental Association in St. Louis, 
was the coordination of the wor e two committees, the National 
Health Program Committee and ommittee on Public Health and 
Education, and that of the Bureau"®e Public Relations by the creation 
of a committee to be known as the Council on Dental Health, under 
the chairmanship of Emory W. Morris, Battle Creek, Mich. 

Dr. Morris brings to this work an extensive experience in dental pub- 
lic health education which eminently qualifies him for directorship of 
the present project and practically assures a successful outcome of the 
efforts of the committee. 

The President, Dr. Oliver, in his presidential report to the House of 
Delegates, recommended the coordination of effort that is now being 
directed toward research on dental caries in an effort and with the de- 
sire to make practical application of our present capabilities to control 
caries. 

Dr. Oliver, in presenting the background for his recommendation to 
coordinate all efforts toward dental health, showed a depth of under- 
standing of the seriousness of the problem, but refused to accept the 
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fatalistic attitude toward dental conservation that appears to some to 
be warranted by the lack of progress toward the solution of the etiology 
of dental caries. Dr. Oliver also showed full appreciation of the ex- 
cellent groundwork that had been done by the National Health Pro- 
gram Committee. He paid fitting tribute to their efforts and expressed 
a feeling of regret at the decision to retire on the part of those who had 
initiated the National Health Program effort. We are sure that all who 
are familiar with the pioneering efforts of this committee share the feel- 
ing of regret expressed by the President, but we can all be grateful for a 
heritage left to the new Council that will insure fruitful results from 
future efforts. 

Acting upon the recommendations of the Reference Committee, to 
which consideration of the various aspects of the subject of dental health 
was referred, a council on dental health was established as a standing 
committee of the Association to take the place of, and carry on the 
work of, the National Health Program Committee and the Committee 
on Public Health and Education, and to direct the activities of the 
Bureau of Public Relations. These committees were all in hearty accord 
with the new health project and a number of the members of the two 
committees have accepted membership on the new committee. 

The duties of the new Council on Dental Health as designated by the 


Trustees are: sia 

1. To study the need and defegiay fm plans and programs for the pro- 
vision of more adequate dental’ gate for the public and to study and 
make recommendations concerning any other plans or programs de- 
veloped to promote the dental health of the public. 

2. To assist constituent and component societies in the development 
of dental health policies and programs within their jurisdiction. 

3. To establish and maintain relations with agencies interested in 
programs for dental health. 

4. To supervise the activities of the Bureau of Public Relations and 
to make recommendations concerning the work of the bureau to the 
Board of Trustees. 

5. To correlate its own activities with those of the other standing 
committees of the A. D. A. when situations of common concern arise. 

This rather belated step by the Association, if we may be allowed a 
hibernianism, is quite timely and in line with the desire of the profes- 
sion to prepare for the care of the dental needs of the country in the 
postwar period, when the demands will be more acute than they are 
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now and when dental facilities will be much less than they are at the 
present time. 

The recent agitation in regard to the etiology of caries, culminating 
in the survey of our knowledge of the subject, and the dramatic find- 
ings of the examination of the first one million inductees into the Army 
have been responsible for an awakening on the part of the profession to 
the importance of such steps as the one under consideration that may 
lead to the transfer of this most prevalent disease of the human race— 
dental caries—from the control class to the preventive class. 

If, as we hope, this important step results in the inauguration of a 
program that will lead to a systematized effort to care for the dental 
needs of the people in a more intelligent and comprehensive manner 
than ever before, much progress will have been made. 

If the revelations of the dental examinations made early in the war 
emergency do no more for dentistry than to arouse the profession to a 
recognition of its delinquency and the delinquency of all health agen- 
cies so far as public dental health is concerned, they will have served a 
most helpful purpose. 


THE RELIEF FUND CHRISTMAS SEALS 


Again the season of the year has rolled around when it 
becomes our pleasure to speak a good word for probably 
the most worthy philanthropic cause in dentistry—the 
sale of Relief Fund Christmas Seals. 

For twenty-five years, the Relief Fund Committee has 
promoted the sale of these seals each year with the sole 
purpose of beneficent aid to those upon whom misfortune 
has fallen, and the instances in which this aid has relieved the distress 
of misfortune are many and are increasing with the years. 

There is no doubt in our mind that the perennial enthusiasm of the 
individual members of the Relief Fund Committee has produced the 
sustaining effort that has brought such eminent success to this project. 

In normal times, the calls for help from unfortunate dentists who are 
compelled by circumstances to depend upon the generosity of their 
brothers are not so numerous in proportion to the number in the pro- 
fession, but, in troublous time, as in war, depression and calamity, the 
number greatly increases and the need for generosity and humanitarian- 
ism is greatly intensified. This year, the first year of our active partici- 
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pation in the world holocaust, will see a large increase in the number 
who will have need for aid from the Relief Fund, and we appeal to all 
who have not already responded to the call to do so at once and to the 
very limit of their ability. 

The Relief Fund, with the wide benefits that it has bestowed, is a 
unique institution in the professional world and its success has become 
the pride and joy of all those worthy welfare workers who have pro- 
moted and directed the movement during the past two decades. 

The response thus far this year has been more extensive and generous 
than usual, and we attribute this to the humanitarian reaction toward 
the present horrible war of destruction. And in what manner can those 
who are not able to take an active part in combat service better serve 
dentistry and humanity? 

By the time this issue of THE JourNAL reaches its subscribers, a letter 
containing one hundred of these seals will have come to every member 
of the Association. This most worthy cause waits upon a generous re- 
sponse to the yearly appeal for the participation and generous support 
of each member. 

Every member of the American Dental Association is entitled to and 
most of them are eligible for participation in the fund to which the 
contribution is made, individual benefit being contingent only upon 
participation of the state society, and it is the duty of every member 
of the Association to see to it that his state society takes its part in this 
movement. 

While the benefits are restricted generally to membership in the 
Association, there have been instances in which dentists who were not 
members of the Association and some who had allowed their member- 
ship to lapse have enjoyed the benefits of this purely vcluntary benev- 
olence. 

If every member could see some of the grateful expressions from re- 
cipients of the benefits of the Relief Fund, they would experience to 
the full the wonderful thrill of joy that comes to every one who con- 
tributes to a cause that is founded solely and purely on the Golden Rule. 

Now more than ever before, the Relief Fund Committee needs your 
helpful cooperation, and we pledge for the committee the wise adminis- 
tration of the fund that has been conspicuously characteristic of this 
benevolence from its inception. The feeling expressions of gratitude 
have been the sole reward of the committee, and we do not believe that 
there has been a:single instance in which this generous spirit of the com- 
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mittee has been in the least imposed upon. On the other hand, there 
have been numerous instances in which the recipients of the benefits 
have returned to the fund the full amount of the benevolence that was 
extended to them, thus emphasizing their gratitude and appreciation in 
a manner most reassuring to the committee. 


THE ANNUAL INDEX 


THE annual index for Volume 29, 1942, of THE JouRNAL will be pub- 
lished in the Mid-Monthly issue for December 15. 

It has long been our custom to include the annual index in the De- 
cember issue, but the publication of the Mid-Monthly issues makes it 
necessary to publish the index in the December 15 Mid-Monthly issue, 
the last number (No. 20) of Volume 29. 
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A Manual for the Differential Diagnosis 
of Oral Lesions 


By JoserH L. Bernier, D.DS., MS., 
Major, Dental Corps, U. S. Army; Curator 
Dental Division Army Medical Museum, 
Secretary and Pathologist to the Registry 
of Dental and Oral Pathology of the 
American Dental Association; Chief of the 
Oral Pathology Section in the Department 
of Preventive Medicine and Clinical Path- 
ology, Army Dental School, Army Medical 
Center, Washington, D. C. Cloth. 228 
pages. 175 illustrations. Price $4. St. 
Louis: The C. V. Mosby Company, 1942. 


Tue field of oral pathology is so wide and 
so complex that most of the recent textbooks 
on the subject have been voluminous. In 
sharp contrast is this neat little manual of 
288 pages. Dr. Bernier has had much experi- 
ence in diagnosing lesions of the oral cavity, 
for he has served as curator of the Dental 
Division of the Army Medical Museum and 
pathologist to the Registry of Dental and 
Oral Pathology of the American Dental Asso- 
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ciation, All of the excellent photomicro- 
graphs in the book are from the files of the 
Army Medical Museum. 

The primary objective of the author was, 
as stated in the preface, “to provide a handy 
reference to the pathology and clinical fea- 
tures of the common oral diseases.” He 
wisely starts his book with a discussion of the 
indications for biopsy and the technic for 
obtaining and caring for the tissue. Major 
Bernier then describes the histologic struc- 
ture of the skin and mucous membrane, the 
principles of inflammation, superficial lesions 
generally local in character, superficial lesions 
generally specific in character, benign tumors 
of the oral region, malignant tumors of the 
oral region, oral cysts and miscellaneous dis- 
eases of the oral region. 

The author has not attempted to include 
all diseases and tumors of the mouth. No 
consideration is given dental caries, diseases 
of the teeth, periodontitis, etc. Instead, he 
has placed emphasis upon those lesions of 
the oral soft tissue and alveolar bone that 
seem to be most common, Brief discussions 
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of the etiology, differential diagnosis, clin- 
ical features and treatment accompany de- 
tailed descriptions of the microscopic ap- 
pearance of the lesions considered. The book 
would be more valuable to dentists if the 
clinical aspects of each oral lesion were il- 
lustrated. It is well written and the material 
presented is scientifically acceptable, al- 
though one wonders why osteomyelitis is in- 
cluded under benign tumors and why the 
rare Gaucher’s disease is given more space 
than many more common lesions. 

The book should have a wide reading by 
dental students and by practitioners who 
must diagnose and treat many oral lesions. 

M. K. H. 


Science and Sanity. An Introduction to 
Non-Aristotelian Systems and Gen- 
eral Semantics. 

By Atrrep Korzyssxt. Lancaster, Pa.: 

Science Press Printing Co. 

Tuts volume comprising three books by 
Count Alfred Korzybski represents a thor- 
ough and intensely interesting study of a 
subject called “General Semantics.” This 
subject differs from the usual understanding 
of “semantics” (the study of word mean- 
ings) by concentration on the meaning of 
word, fact and event relationships. The 
theory of relativity of Albert Einstein plays 
an important part in the development of the 
subject matter. Study of this scientific work 
by Korzybski leads one to become more in- 
terested in other scientific efforts. 

Dentists are peculiarly well situated to 
appreciate the volume by the very nature of 
their vocation. Proper evaluation and under- 
standing of the thought processes of the den- 
tal patient. are extremely valuable in diag- 
nosis and treatment. This volume stresses 
the value of correct language in conveying 
definite meaning as from patient to dentist 
in describing symptoms or dentist to patient 
in mental preparation for treatment. 

There are many ways in which “general 
semantics” can influence a dentist’s behavior 
beneficially. It would take a book to cover 
them all. The scope is so wide that it 
reaches out into every branch of science and 
indeed embraces the whole realm of thinking 


processes. 

When we talk or write, we try to convey 
meaning to some one else, and unless the 
evaluation of subject matter is correct, we 
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tend to influence others erroneously. When 
we make an examination of a patient’s 
mouth, we have to leave out or abstract many 
features in our records. Some of these “left 
out” features might be relevant to future 
treatment. We must evaluate what we find 
as related to the “body as a whole,” includ- 
ing the patient’s combined physical, physio- 
logic and neurologic makeup, as well as his 
environment. 

The element of time as related to struc- 
ture and space is stressed throughout the 
whole work. Any dentist will readily appre- 
ciate what a difference even a few mo- 
ments can make in the sequence of events 
in diagnosis, and the consequent treat- 
ment, etc. 

“General Semantics” is an aid in solving 
dental problems because it fosters the “I do 
not know—let’s see what we find!” approach. 
With it, we face the facts, rather than “jump” 
at preconceived conclusions for all seemingly 
similar cases. “General Semantics” looks to 
differences as well as the similarities for 
orderly evaluation. Emphasis on several in- 
teresting devices for delaying reaction is 
made. These devices are indexes, dates, 
etc., hyphens and quotation marks. It is 
impossible to do justice to such a “monu- 
mental” work or the author in this brief 
review. 

The reader is warned that serious study 
is necessary to the understanding and util- 
ization of the suggested material. Some fur- 
ther helpful features of the volume should 
be included even though space does not per- 
mit full explanation. 

The “structural differential,” a graphic 
device exhibiting structural differences be- 
tween words and things, etc., invented by the 
author, is used in evaluating by separating 
the experience or event process from the ob- 
ject and its labels. 

Korzybski has based his work on the dy- 
namic, ever-changing world about us. He 
takes issue with the 450 B.C. stationary labels 
or identifications of Aristotle, preserving the 
principles, but revising the methods. He calls 
his theory non-Aristotelian. He warns us to 
be careful to discern between the following 
distinct levels of “knowing”: the verbal level, 
the macroscopic level and the submicroscopic 
level, 

It may be consoling or irritating to dentists 
to learn that their dental practice is at least 
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dependent on “the product of the working of 
their own nervous system.” It would be of 
inestimable value if we could all start with 
clear minds and take on the non-Aristotelian 
methods of thinking. Unfortunately, how- 
ever, we all have many habitual “conflicts” 
and semantic “blocks” due to our generaliza- 
tions which we have become accustomed to 
and accepted as correct through years of 
erroneous assumptions, To quote: “It ap- 
pears that under the present linguistic, edu- 
cational, social, economic conditions, nearly 
all of us suffer from nervous responses.” 
(Strictly human reactions would be condi- 
tional; animal reactions are conditioned.) 

In the final paragraph of the chapter on 
“Conditional Reactions and Psychiatry,” 
page 365, we find a most interesting and val- 
uable conclusion: 


At present only in technical mathematics 
can people behave semantically like “gentle- 
men.” They analyze and agree; no quarrels 
are possible. Linguistic and semantic re- 
searches show that the structure of all lan- 
guages can and MUST be made similar to 
empirical structures; and probably will behave 
in a less silly and futile way than they have 
done in the past and are doing in the present. 


Dentists will be particularly interested in 
Books I and II, especially “Non-Elemental- 
istic Structures,” in which a chapter on “The 
Organism as a Whole” might well be ampli- 
fied; Part IV, “Structural Factors in Non- 
Aristotelian Languages”; Part VI, “On Psy- 
chophysiology”; Part VII, “The Mechanism 
of Time-Binding.” Those who have a 
mathematical background will probably 
understand Book III. 

It is not exactly a “criticism,” but rather a 
“lament” to the majority that the subject of 
“general semantics” requires so much time 
and concentrated thought before its benefits 
become apparent. The study of this work 
and several other related books is heartily 
recommended, in order to understand what 
our children will be talking about five years 
hence. 

Freperick A, TREVOR. 


Outline of the Chemistry of Dental Ma- 
terials 
By Laurence G. Wesson, Ph.D. St. Louis: 
C. V. Mosby Co., 1942. 106 pages. Price 
$1.50. Cloth. 
A piscussion of the basic physical and 
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chemical concepts that underlie all chemistry 
occupies the first third of this small book, 
and the remainder consists of an itemized 
description of many of the chemical com- 
pounds, with their reactions, and some of the 
ceramic and metallurgic materials used in 
dentistry. The book is encyclopedic and, 
as an inevitable result, somewhat superficial. 
If one accepts the theory that chemistry, 
if it is to be taught at all, should be por- 
trayed in accordance with the most modern 
concepts of the subject, the book is dis- 
appointing, especially in the inorganic sec- 
tion, where only scant reference is given to 
the electronic theories of valence and the 
reactions between electrolytes in solution are 
written without reference to their ionic char- 
acter. For example: 
+ NaOH = NaH.PO, + 
and 
AgOH + 2NH; = Ag(NH,),;0H 
However, there is much sound information 
of practical value especially to the reader 
who wishes to gain some knowledge of the 
chemistry of dental materials with the ex- 
penditure of a minimum of time and effort. 
The language of the text is simple and it is 
easy and interesting to read. 


D. A. W. 


Manual of Standard Practice of Plastic 
and Maxillofacial Surgery 
Prepared and edited by the Subcommittee 
on Plastic and Maxillofacial Surgery of 
the Committee on Surgery of the Division 
of Medical Sciences of the National Re- 
search Council and representatives of the 
Medical Department, U.S. Army; Robert 
H. Ivy, Chairman. Cloth. 432 pages. 259 
illustrations. Price $5.00. 1942. Phila- 
delphia: W. B. Saunders Co. 
Correction: In the review of this book, 

published in the September 1 issue, the price 

was incorrectly quoted as $4.50. 


Physical Chemistry for Students of Bio- 
chemistry and Medicine 
By Epwarp Staunton West, Ph.D., Pro- 
fessor of Biochemistry in the University of 
Oregon Medical School. 368 pages. New 
York: The Macmillan Company, 1942. 
Price $5.75. 
Tuts book contains the essentials of physi- 

cal chemistry which are helpful to medi- 


2238 THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


cal and dental students in their usual course 
in biochemistry. Most of the highly theo- 
retical material which is usually contained in 
physical chemistry texts, and which is not 
directly applicable to biochemistry, is 
omitted. 

The book is written very clearly, with 
adequate applications to biochemistry, which 
would be of much interest to dentists and 
physicians. It is printed well, and there are 
very few errors. The mathematics of the 
subject, which is usually avoided by students 
of medicine and dentistry, is made sufficiently 
simple for most of the students to grasp. 

The chapter on colloids and membrane 
phenomena is particularly good, containing 
material which is of major interest to stu- 
dents of medicine and dentistry, and which 
is usually omitted from most texts on ele- 
mentary physical chemistry. The chapter on 
atomic and molecular structure is well pre- 
sented and sufficiently comprehensive. At 
the end of each chapter are a number of 
exercises and problems. Many of these ex- 
ercises stress principles of biologic interest 
and should be of great teaching value. 

A course containing the material in this 
book would be of much greater importance 
to premedical and predental students than 
a course in elementary physical chemistry, 
which is usually given to this type of stu- 
dent. The text is not adequate, however, for 
students majoring in biochemistry, unless the 
usual course in physical chemistry is a. pre- 
requisite. The book could not readily be 
used as a text for dental students, as no time 
is available in the usual dental curriculum. 
However, it would be excellent as a work of 
reference, and it is an excellent text for a 
course for predental or premedical students. 

L.S. F. 


Ritual for Myself 

By Anperson M. Scruces, D.D.S., New 

York: Macmillan Co., 1942. Price $1.50. 

“Riruvau for Myself” is not a textbook of 
dentistry, nor is it by any stretch of the 
imagination dental literature, but it is the 
product of the poetic talent of a dentist who 
has attained considerable prominence in a 
field rather far removed from the practice of 
dentistry. 

Dr. Scruggs’ philosophy of life is beauti- 
fully portrayed in what to us appears to be 


poetry of unusual merit and charm, and 
the book furnishes another example of what 
may be termed extracurricular versatility of 
the dentist. 

Dr. Scruggs’ claim to a place in the poetic 
sun is substantially supported by “Glory of 
Earth” and “Ritual for Myself” and by the 
fact that many of his poems have appeared 
in the popular high-grade magazines of the 
day. His “Glory of Earth” has been widely 
noticed and quoted by many authorities in 
the field of poetry. 


Dental Helps 

National Association of Retail Druggists. 

Price 15 cents. 24 pages. 

“DentTaAL Helps” is designed to help the 
dentist with the writing of individualized 
prescriptions for his patients. It offers many 
suggestions that will clear up the “mysteries” 
of prescription writing; suggests official prep- 
arations useful in the dental office, and in 
other ways points out how the dentist may 
make use of the professional services that his 
pharmacist can provide. 

Interpretations of pharmaceutic words and 
phrases, sample prescriptions, conversion 
tables and lists of dangerous and_habit- 
forming drugs are included. 

This booklet should be useful to the den- 
tist who wishes to write prescriptions. 


Nutrition and Chemical Growth in 

Childhood. Volume I: Evaluation 

By Ic G. Macy, Ph.D., Director of the 

Children’s Fund of Michigan; Consultant 

for Nutrition to the Pediatric Staff of the 

Children’s Hospital of Michigan; Member 

of the Food and Nutrition Board of the 

National Research Council; Honorary 

Member of the Society for Pediatric Re- 

search, Member of the American Society 

of Biological Chemists; Former Secretary 
of the American Institute of Nutrition. 

Springfield, Ill.: Charles C. Thomas, 1942. 

Cloth. 432 pages; 66 illustrations and 122 

tables. Price $5. 

Tuis is the first of two volumes to be 
published by Dr. Macy on “Nutrition and 
Chemical Growth in Childhood.” These two 
books are to include the results of many years 
of intensive clinical and biochemical study of 
normal children in the Research Laboratory 
of the Children’s Fund of Michigan. Mem- 
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bers of the group working in this laboratory 
have devoted most of their time for the 
past ten years to the study of children be- 
tween the ages of 4 and 12. 

Volume one deals with the problems of 
evaluating nutrition and growth in childhood. 
Emphasis is placed upon details of technics 
for evaluating the nutrition and growth of 
children. Volume two will emphasize inter- 
pretations of findings. 

The author outlines detailed procedures 
for chemical analysis of food, urine and feces 
for energy, carbon, fats, lignin, cellulose, 
calcium, magnesium, potassium, sodium, 
chlorine, sulfur, iron, manganese, nitrogen, 
etc. More than 150 tables and sixty-six 
illustrations are included to clarify the tests. 
References to current literature occupy 
twenty-four pages. 

The author states (page 59) “A study of 
nutrition and growth is not complete with- 
out some knowledge of the development of 
the dental arches and the occlusion of teeth; 
of any undesirable habits or physical abnor- 
malities which may influence normal growth 
and development of the teeth and dental 
arches; the occurrences and number of teeth 
present, the condition of the periodontal 
membrane and the environmental conditions 
in the mouth, such as dental caries activity 
and oral hygiene.” She then mentions the 
oral conditions to be studied. Only a few 
pages are devoted to the dental examination 
itself. 

The format of the book is good. The type 
is large and easy to read and the illustrations 
are clearly reproduced. All references are 
grouped in the back of the book, preceding 
a good author and subject index. For those 
interested in studying growth and nutrition 
in childhood, this book should prove in- 
valuable. 


The Biology of the Negro 
Juuran Herman Lewis, Ph.D., M.D., Asso- 
ciate Professor of Pathology. The Uni- 
versity of Chicago Press, 1942. 407 pages. 
“DisEAsE tends to prove the kinship of the 
different races of man but at the same time 
clearly demonstrates some of their differ- 
ences.” Beginning thus, the author proceeds 
to describe in a straightforward, concise 
manner all the clearly established biologic 
differences between the native and the Amer- 
ican Negro and the Caucasian. 


Of particular interest are two chapters, 
“Surgical Disease” and “Dental Disease.” 
The Negro accepts surgery stoically, takes 
anesthesia well, resists infection and has a 
remarkable ability to heal. With the num- 
ber of teeth with five cusps'and the number 
of “shovel-shaped” incisors as criteria, the 
Negro’s teeth are found to be more primitive 
than the Caucasian’s. The author believes 
that the alleged excellent quality of the 
Negro’s dentition has been substantiated by 
investigation in both Africa and America, 
but possibly the difference between native 
and “civilized” diets has not been given 
sufficient consideration in this book. As 
compared with the Caucasian, the native 
Negro has a precocious tooth eruption. No 
statement was made as to the size of the 
teeth of the Negro. Lewis cites evidence 
that native and American Negro children 
have a consistently lower incidence of caries. 
Gingivitis is “in excess” among Negro chil- 
dren. These differences in the incidence of 
disease disappear as adult life is reached, 
probably because the environmental factors 
in modern diets have overcome any inherited 
racial advantages. 

W. F. 


Traumatic Surgery of the Jaws 
By Kurt H. Tuoma, D.M.D. Professor of 
Oral Surgery and Brackett Professor of 
Oral Pathology, Harvard University. St. 
Louis: C. V. Mosby Co., 1942. Cloth. 315 
pages with 282 illustrations. Price $6. 
As the author states in the preface to this 
new book, the volume is presented to assist 
the dentist in his preparation for first aid and 
emergency treatment of jaw injuries. In 
addition, it is hoped that the book will be of 
use to students in preparing for military 
service and as a reference work for the treat- 
ment of the more difficult unusual types of 
jaw injuries. The book has adequately ful- 
filled these requirements as a_ practical 
account of the treatment of jaw injuries. The 
volume opens with a chapter on first aid 
treatment, followed by an account of anes- 
thetic methods and treatment planning. 
Facial wounds, injuries to the teeth, fractures 
of the mandible and maxilla and injuries to 
the mandibular condyles and joints are taken 
up in a consecutive and moderately detailed 
account. Perhaps the main feature of this 
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book is an account of the new methods of 
treating fractured jaws by modifications of 
the skeletal traction and fixation apparatus 
used so successfully by Roger Anderson and 
others in the treatment of fractures of the 
long bones. Essentially, these methods evolve 
from the placement of sufficient pins in the 
mandibular bone on each side of the fracture 
line to provide positive control of each frag- 
ment, the fractures then being manipulated 
into position and locked with a connecting 
bar. This method has its greatest application 
in the treatment of complicated fractures, 
particularly those containing fragments with- 
out teeth. The great advantages are positive 
control of edentulous fragments and the 
elimination of the necessity for fastening the 
jaws together. The several types of apparatus 
that have been presented as assuring these 
results are adequately described. No mention 
is made of the single or multiple Kirschner 
wire method of maintaining reduction of 
certain fractures. 

Several minor criticisms may be given this 
new volume. The short chapter on first aid 
contains the usual material that would in 
general be suitable for the instruction of 
non-professional groups. In the short sections 
dealing with specific injuries, such as burns, 
insufficient information is presented to enable 
a dentist having no experience with such 
injuries to treat or evaluate them. For 
example, no mention is made of the use of 
plasma in the treatment of burn shock and 
hemoconcentration. Open operations on the 
mandibular condyles are well covered. The 
illustrations for this section have apparently 
been taken from cadaver material. It seems 
that the incision recommended for arthro- 
plasty of the mandibular condyle could be 
improved to provide a more inconspicuous 
scar and also to eliminate some of the danger 
to the facial nerve. This feature is discussed 
in the book and the author apparently has 
had success with the incision described, al- 
though it seems quite low on the face and 
is carried rather far anteriorly for this level. 
On the whole, the volume can be recom- 
mended to those who wish to improve their 
understanding of the treatment of jaw in- 
juries as well as to those desiring an account 


of the new methods used in their treatment. 
F. F. K. 


The Pharmacopoeia of the United States 
of America 

(The United States Pharmacopoeia). 

Twelfth Revision (U. S. P. XII). By 

authority of the United States Pharmaco- 

poeial Convention. Prepared by the Com- 
mittee of Revision and Published by the 

Board of Trustees. Official from Novem- 

ber 1, 1942. Printed and Distributed by 

Mack Printing Co., Easton, Pa. Price 

$7.50. 

Tue acme of medical practice is a distinc- 
tive personal prescription, designed by the 
skilled physician and compounded by the 
trained pharmacist to meet the peculiar needs 
of each patient, the basic drugs of such 
prescription being standardized by the U. S. 
Pharmacopeia. 

The many changes in and additions to this 
new XII edition have added materially to 
the worth of a book whose value is incalcu- 
lable. 

Among the most important additions is a 
list of U. S. P. substances and their prepara- 
tions and products in English and Spanish, 
a new feature following the title page, in 
which basic substances are listed alphabet- 
ically under their English titles and under 
each are given the products or preparations 
of that drug which are found in the U. S. P. 
XII. 

As the result of the frequently registered 
complaint that the ten-year periods between 
revisions do not make for an up-to-date 
pharmacopoeia, it is proposed to publish a 
supplementary edition every two and one- 
half years, these supplements to be supplied 
to the purchaser of the U. S. Pharmacopoeia 
XII at no additional cost. 

As an example of the scope of the U. S. 
Pharmacopoeia, the new twelfth edition con- 
tains a total of 659 medicinal products, 160 
of them being new drugs and medicinal 
preparations. The information on drugs and 
medicinal products contained in the Pharma- 
copoeia is encyclopedic in nature and scope 
and should be in the hands of all who com- 
pound or prescribe drugs. 
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WAR SERVICE COMMITTEE 


NATIONAL DENTAL SALVAGE PROGRAM 


ORGANIZATION 


Tue dental salvage program is headed 
by the American Dental Association 
Salvage Committee, consisting of a 
chairman and four members. Dental 
salvage committees, consisting of a chair- 
man and several members, will be 
appointed within each state. The chair- 
men of the state committees should 
select representatives from the dental 
dealers and dental laboratories within 
their respective areas, to cooperate with 
the committees. In states where the 
National Dental Association (Negro) 
has members, the committee should 
request their cooperation. 

All dental offices should be included 
in the program whether or not the den- 
tist is a member of the American Dental 
Association. 

Members of state committees should 
contact the general salvage committees 
in their communities and advise them of 
this program and zequest their support. 


PURPOSE 


The war effort needs all scrapped and 

obsolete rubber and metal products to 
compensate for a shortage of new mate- 
rial in the production of the many items 
necessary for the “drive against the 
Axis.” 
No materials should be considered if 
they can possibly be used, can be made 
serviceable or will have to be replaced 
by new materials or equipment. Con- 
servation of present material or equip- 
ment should be a prime objective of every 
dentist. 

The salvage materials from dental 
offices should include the following 
items : 

Rubber: Dam, tubing, hose, mats, 
bulbs from water and air syringes, 


washers, rubber tips from ends of anes- 
thetic tubes, unvulcanized scrap. 

Metal: Lead backings from x-ray 
films. Old copper and aluminum bands 
and scrap clippings therefrom. Electro- 
deposited copper dies and models. Scrap 
tinfoil or leadfoil. Old electric wire. 
Metal tubing (copper, tin, iron and 
brass). Broken or discarded steel oper- 
ating instruments. Discarded burs, man- 
drels and mounted points. Discarded or 
obsolete laboratory instruments and 
equipment. Discarded or obsolete appli- 
ances and equipment, chairs, cuspidors, 
bracket tables, furnaces, motors, units, 
x-ray machines, stools, metal desks, chairs, 
tables and cabinets, lights, fans, safes and 
all appliances of discarded technic. Dis- 
carded handpieces, straight, right and 
contra-angles. Tin can containers (large). 
Aluminum (mirror handles, old den- 
tures, impression trays, and caps from 
novol anesthetic tubes). Any other items 
containing rubber or metals. 

Collection should be continuous for 
the duration. 


PLAN 


Under the dental salvage plan, in 
cooperation with the General Salvage 
Section, Conservation Division, War 
Production Board, the following pro- 
cedure will be instituted : 

1. All dentists or contributors, whether 
or not they are members of the American 
Dental Association, are urged to donate 
the needed material. Dental schools 
should be solicited, as well as labora- 
tories. 

2. Salvage depots or places where 
scrap material can be deposited should 


_ be designated by local committees. 


3. The following small items should 
be placed in suitable separate containers 
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(box, envelopes, etc.) : 
A. Rubber items 
B. Tin and lead items 
C. Copper and aluminum items 
D. Burs, mandrels, mounted points. 

4. All large equipment and appliances 
that cannot be easily moved should be 
listed and the list turned over to the 
committee so that arrangements can be 
made for the removal to a salvage depot. 

5. Receptacles where material can be 
deposited should be placed in professional 
buildings and meeting places. 

6. Dental dealers and _ laboratories 
should be urged to assist in the collection 
of the scrap material. 

7. Disposition: Information relative 
to methods of disposition of scrap mate- 
rial, names and locations of scrap dealers 
and any other details of the disposition 
of salvage can be secured from the gen- 
eral salvage committee in your immedi- 
ate locality. 

Rubber, steel, iron, copper, brass, 
aluminum, lead items are to be sold to 
junk or scrap dealers ; tin to be returned 
and sold to suppliers. 

8. Proceeds from the sale of material 
is to be used to purchase War Savings 
Stamps and Bonds: 

(a) Stamps and bonds to be turned 
over to the American Dental Founda- 
tion, Inc., to be held until date of 
maturity and then used for some purpose 
to be decided by the Foundation; or 

(b) Stamps and bonds to be turned 
over to a component or state society, to 
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be held until date of maturity and then 
used for some specific purpose. 

9. All official communications and 
notices to members by officers of state 
and component societies are to include 
requests for dental salvage. 

10. Local newspapers are to be re- 
quested to publicize the program. 


REPORTS 


Chairmen of state committees are to 
report to Henry A. Swanson, chairman, 
Committee on Dental Salvage, American 
Dental Association, Suite 500, 1726 Eye 
Street, N.W., Washington, D. C., the 
results of the salvage program : 

1. Approximate amount of scrap col- 
lected. 

2. Amount realized from sale of mate- 
rial. 

3. Number of bonds or stamps pur- 
chased. 

4. What assignment was made of bonds 
or stamps purchased. 

Our aim is to “Get Out the Scrap” 
regardless of any financial returns that 
may result and may our efforts help to 


BEAT THE AXIS! 


National Dental Salvage Committee 
Haro.p J. Cronin, 
J. V. GENnTILLY, 
H. E. Kine, 
H. B. Hicerns, 
Henry A. Swanson, Chairman. 
1726 Eye St., N.W. 
Washington, D. C. 
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COUNCIL ON DENTAL THERAPEUTICS 


IPANA TOOTH PASTE—NOT ACCEPTABLE FOR A.D.R. 


[Report of thé Council on Dental 
Therapeutics of the American Dental 
Association, authorized for publication. 
—DonaLp A. Wattacz, Secretary. } 


Tue Council’s report holding Ipana 
not acceptable for A.D.R. was submitted 
to the Bristol-Myers Company. The 
firm’s reply to the Council’s letter was 
referred to the Council referee, who 
found that the firm’s letter does not con- 
tain evidence upon which the Council’s 
report should be withheld from publica- 
tion or fundamentally revised. The 
Council therefore voted to publish the 
following report. 

With an increasing emphasis on the 
need for proper dental care comes the 
added responsibility of providing means 
for such care, and of furnishing informa- 
tion on what constitutes effective preven- 
tive and remedial measures for combating 
dental disease. The importance of this 
added responsibility cannot be overem- 
phasized. Although this point has been 
touched upon in numerous Council re- 
ports, it is worth while to reiterate what 
practitioners of both dentistry and medi- 
cine recognize as a fact; namely, that it 
is of little or no avail to provide the 
means of safeguarding public health un- 
less those for whom such means are 
provided recognize their value and utilize 
them properly. Obviously, utilization of 
the effective measures is incompatible 
with concepts of dentistry based upon 
misinformation, misleading statements or 
half-truths. 

The Council has received numerous 
requests for information on Ipana Tooth 
Paste. The nature of such communica- 
tions has varied ffom questions like this: 
“T have used Ipana Tooth Paste for three 
months and my gums still bleed. Why?” 


to the critical letters from lay persons 
who are disposed to doubt the thera- 
peutic claims made for this preparation. 
On the other hand, there are probably 
numerous persons who, having implicit 
faith in what is said on the printed page 
or over the radio, accept without ques- 
tion the claims made for Ipana Tooth 
Paste and other agents of this class. In 
view of the large expenditures of the 
Bristol-Myers Company on advertising of 
Ipana Tooth Paste (reported expendi- 
tures for magazine advertising alone in 
1941 was $1,214, 571), it can be accepted 
that the firm’s propaganda has consider- 
able influence on public concepts of den- 
tistry. In view of the foregoing, the 
necessity for again scrutinizing advertis- 
ing claims for Ipana Tooth Paste is 
apparent. If the claims made are factual 
and reasonable, the firm should be com- 
mended for its service to the public. On 
the other hand, if the claims made for 
the product are misleading, the public 
interest requires that this be made known. 

Ziratol and Ipana Tooth Paste were 
the subjects of a previous report 
(J.A.D.A., 21:2223, December 1934), 
in which it was pointed out that thera- 
peutic claims made on behalf of Ipana 
Tooth Paste, including pink toothbrush 
“scare” advertising, were unwarranted 
because of a lack of adequate evidence 
and were misleading. Prior to this time, 
ziratol, which was purported to be the 
active medicinal agent in Ipana Tooth 
Paste, was the subject of a report by the 
American Medical Association (J.A.M.A., 
68 :1191, October 6, 1917). Ziratol has 
not been mentioned in advertising of 
Ipana Tooth Paste for a number of 
years. Recent tests in the A.D.A. Bureau 
of Chemistry indicate that it is no longer 
present. 
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Prominent among claims currently 
made for Ipana Tooth Paste are in 
effect these: Ipana with massage is of 
value in treatment of “gum disorders.” 
The firm claims that “gum disorders,” 
including pink toothbrush, are due in 
large measure to the soft foods that the 
public consumes. 

In advertising that has appeared in 
dental journals (to the misfortune of the 
profession), it has been claimed that 
Ipana Tooth Paste is of value for build- 
ing strong, sound teeth and resistant, 
healthy gums. This advertising can best 
be characterized as preposterous. There 
is no scientific basis for it as far as the 
Council is aware, and the fact that it is 
presented in the-characteristic indirect 
manner of Ipana advertising makes it no 
more credible or logical. 

It will be noted that the Bristol-Myers 
Company, in preparation of advertising 
material, has employed the expedient of 
weaving therapeutic claims into the fabric 
of statements, some of which in them- 
selves might go unchallenged. Thus, the 
firm exhorts the patient to see his den- 
tist at the first sign of pink toothbrush, 
then goes on to state that the dentist 
will quite likely advise massage with 
Ipana. The question might naturally 
arise, “If the treatment is as simple as 
that, why go to the dentist at all?” 
Despite the fact that it has not been 
shown that Ipana is necessary or desirable 
for “gum massage,” the firm has, over a 
period of years, used various slogans 
embodying this theme. That these have 
not all gone unchallenged can be seen in 
the fact that the firm has signed a 
stipulation with the Federal Trade Com- 
mission to cease and desist from stating : 
“BUT THE CIVILIZED WAY TO 
BUILD FIRM GUMS IS IPANA AND 
MASSAGE. . . . IPANA and MASSAGE 
will prevent one from becoming a ‘DEN- 
TAL CRIPPLE’. . . . Rubbing of a little 
IPANA TOOTH PASTE into the gums 
will produce a new circulation awakening 
the ‘tissues’ and resulting in a new, 
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healthy firmness in the gum walls them- 
selves.” (Stipulation No. 01714.) 

In view of the fact that the firm is 
apparently of the opinion that most 
gingival disorders can be attributed to 
eating soft foods, it may be of interest to 
consider briefly the present status of the 
influence of local action of food on 
gingival health. In a report prepared 
for the Council by Dorothea Radusch 
(J.A.D.A., 28:1524, August 1941), it 
was pointed out inter alia that some 
primitive peoples subsisting on a diet 
unchanged by contact with civilization 
are almost invariably afflicted with gingi- 
val disturbances. This authentic finding 
should be considered in relation to bold 
claims for Ipana Tooth Paste. On the 
other hand, it has been shown in animal 
studies that a soft diet tends to increase 
the incidence and extent of gingival 
changes. Whether these findings can be 
transferred directly to conditions affect- 
ing human beings is another matter. The 
report of Pelzer (J.A.D.A., 27:13, Janu- 
ary 1940) is an attempt to do this, but 
the data presented are not convincing. 
The Council is in agreement with the 
findings and conclusions of Dr. Radusch 
to the effect that, to date, the degree of 
function that will permit normal tissue 
maintenance has not been determined. 


Clinical experience would indicate that 
the physiologic response of the tissue is a 
more pertinent factor than actual pounds 
pressure. From the research reviewed, espe- 
cially that on mineral metabolism, it would 
seem reasonable to assume that the tissue 
response is due at least in part to the nutri- 
tive status. As previously stated, shifting of 
teeth in experimental animals occurred to a 
greater extent in those kept on inadequate 
mineral diets. Likewise, it seems logical that 
some degree of function is desirable for 
development and maintenance of supporting 
tissues. Until further data are presented, 
moderation is probably advisable. 


On the basis of our present knowledge, 
the public should be instructed that there 
are many possible causes of soreness and 
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bleeding of the gums, including local and 
systemic conditions ; that a properly con- 
structed toothbrush, when correctly ap- 
plied, is of value as an adjunctive agent 
in the prevention and treatment of some, 
but by no means all of these conditions. 
Finally, the public should be told that 
it has not been shown that the cosmetic 
agent Ipana Tooth Paste is either neces- 
sary or desirable for massaging gums. 
This will continue to be the status c! 
Ipana Tooth Paste until it can be shown 
by scientific tests that the action of this 
product, when applied with the brush or 
with the finger tips, is superior to the 
action of the brush or finger tips alone. 

The firm asserts that dentists prefer 
Ipana Tooth Paste to all other dentifrices 
for personal use. While the Council has 
not made an attempt to gather informa- 
tion of the type avowedly obtained by the 
Bristol-Myers Company, it has had occa- 
tion to examine the results of a similar 
questionnaire prepared by another firm. 
The replies to the latter questionnaire 
indicate that the overwhelming majority 


of dentists consider therapeutic claims 
for dentifrices false. Thus, it might 
appear reasonable for the firm to assert 
that many dentists use Ipana, and this is 
probably true, because they use free 
samples, but the overwhelming majority 
of dental practitioners consider thera- 
peutic claims for dentifrices misleading. 


REPORT OF THE A.D.A. BUREAU OF 
CHEMISTRY 


Qualitative examination of Ipana 
Tooth Paste in tubes purchased on the 
open market indicated the presence of 
glycerol, gums, soap, carbonate, calcium 
and flavoring oils. Sulfate and phosphate 
were not found. Iron in traces was 
found. (End of chemist’s report.) 

From the chemist’s report, it can be 
deduced that Ipana Tooth Paste is essen- 
tially a mixture of soap, chalk, glycerol 
and binding and flavoring agents. Claims 
advanced for the product are unwar- 
ranted and misleading, and Ipana Tooth 
Paste is therefore declared unacceptable 
for A.D.R. 


FEDERAL TRADE COMMISSION ORDER ON 
DR. LYON’S TOOTH POWDER 


The R. L. Watkins Company, 170 
Varick St., New York, with its principal 
factory at Newark, N. J., manufacturer 
and distributor of various cosmetics and 
proprietary products, including a denti- 
frice known at “Dr. Lyon’s Tooth Pow- 
’ der,” has been ordered by the Federal 
Trade Commission to cease and desist 
from misrepresentation of its dentifrice 
product. 

The Commission finds that in adver- 
tisements in newspapers and periodicals, 
and on radio network programs and on 
advertising posters, billboards and cards, 
the respondent states, among other 
things : : 

DO AS YOUR DENTIST DOES—USE 


POWDER, DO AS YOUR DENTIST 
DOES WHEN HE CLEANS YOUR 
TEETH—USE POWDER; It is the way 
your dentist almost invariably cleans your 
teeth when you go to him to have them 
made gleaming and beautiful. That is 
WITH POWDER. Thousands of people— 
everywhere—are adopting POWDER—their 
dentists’ way of cleaning teeth; No matter 
what you have heard about “this” or “that” 
dentifrice, the fact remains that your dentist 
knows more about cleaning and beautifying 
teeth than any one else. And he almost in- 
variably uses powder. He'll probably tell 
you, if you ask him, that nothing cleans and 
polishes teeth more effectively than powder. 


The Comunission finds that although 
the practice is by no means universal. 
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probably the majority of dentists do use 
powder in cleaning their patients’ teeth. 
The powder used, however, is almost 
invariably pumice or silex, both of which 
are highly abrasive and could not safely 
be used by the public as a dentifrice. 
The active ingredient of the respondent’s 
powder is calcium carbonate, commonly 
known as chalk, which is much less 
abrasive and less effective for cleaning 
the teeth. Only in isolated and excep- 
tional instances do dentists use calcium 
carbonate, and, even in those cases, it is 
used somewhat as a supplement to 
pumice or silex, being used for the fin- 
ishing or polishing of the teeth after 
the heavier work of cleaning has been 
completed. The~ respondent’s product, 
therefore, the findings continue, is not 
comparable to the powder used by den- 
tists, as to either composition or effective- 
ness. 

The Commission also finds that the 
respondent has represented that its tooth 
powder is an effective antacid and will 
correct “acid mouth,” this representation 
being made through use in its advertise- 
ments of the statement “Even as a 
neutralizer in acid mouth conditions, Dr. 
Lyon’s is an effective antacid.” The 
Commission finds that the product is, in 
fact, wholly without therapeutic proper- 
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ties and that it is not an effective antacid 
and is incapable of correcting any acid 
condition that might be present in the 
mouth. 

Representations by the respondent in 
its advertisements that the product is 
“Free from all . .. grit... it (the 
powder) cannot possibly injure or scratch 
the tooth enamel . . . were found by. the 
Commission to be exaggerated and mis- 
leading, as the powder occasionally con- 
tains particles of grit which have: not 
been removed from the calcium car- 
bonate in processing. 

The respondent is ordered to cease and 
desist from disseminating advertisements 
containing the statement “Do As Your 
Dentist Does—Use Powder,” or any other 
statement of similar import; or adver- 
tisements that otherwise represent, 
directly or by implication, that the 
respondent’s product is similar to or 
comparable with the powder used by 
dentists. The respondent also is ordered 
to discontinue representing that the 
product is an effective antacid or that 
it will correct “acid mouth,” or that it 
is free from all grit or that it cannot 
injure or scratch the tooth enamel. 
Order 3596 
October 3, 1942. 


PRELIMINARY REPORT ON NOVOCAIN-PONTOCAINE- 
COBEFRIN SOLUTION, R. B. WAITE 


Cook-Waite Laboratories, Inc., New 
York, N. Y., has presented Novocain- 
Pontocaine-Cobefrin solution for the 
consideration of the Council. The solu- 
tion is said to consist of 2 per cent 
novocain with 0.15 per cent pontocaine 
and cobefrin 1 :10,000 in a sterile, saline 
isotonic vehicle. The solution varies from 
the procaine hydrochloride (novocain) 
solutions now accepted by the Council 
through the inclusion of 0.15 per cent of 
pontocaine. 

Pontocaine, brand of tetracaine (para- 


butylaminobenzoyl - dimethylaminoeth- 
anol hydrochloride) is a local anesthetic 
of the procaine type. Various tests have 
indicated that pontocaine is approxi- 
mately six times more toxic than procaine 
intravenously and thirteen times more 
toxic subcutaneously. On the other hand, 
pontocaine is approximately ten times 
more effective than procaine and can 
thus be used in less concentrated solu- 
tions that are but slightly more toxic than 
procaine solutions producing equivalent 
anesthesia. Novocain-Pontocaine-Cobe- 
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frin solution, R. B. Waite, is said to have 
approximately the toxicity of a 3 per 
cent procaine hydrochloride-cobefrin 
1':10,000 solution. 

Pontocaine appears to be somewhat 
more irritating locally than procaine, and 
limited impartial investigation of Novo- 
cain-Pontocaine-Cobefrin solution, R. B. 
Waite, indicates a greater tendency to 
irritation and soreness than is evident 
when 2 per cent procaine hydrochloride 
solutions are used. Pontocaine has been 
used extensively as a spinal anesthetic in 
medicine, alone or in combination with 
procaine, and, for this purpose, it pro- 
duces longer anesthesia than procaine 
alone. 

Novocain-Pontocaine-Cobefrin _solu- 
tion, R. B. Waite, is advocated for those 
procedures in operative dentistry, such as 
extensive cavity preparations and porce- 
lain jacket preparations, in which an anes- 
thesia of somewhat greater profundity 
and duration might be desired. This 
being the case, it is felt that before 
extending Council acceptance to this 
product, it must be carefully shown 
that it is superior in this respect to 2 
per cent procaine hydrochloride solu- 
tions and 3 per cent procaine hydro- 
chloride solutions as well, since its tox- 


icity is approximately equivalent to the 
latter. 

Cook-Waite Laboratories, Inc., has 
submitted a few data in support of the 
claim that Novocain-Pontocaine-Cobe- 
frin solution, R. B. Waite, does produce 
anesthesia of greater profundity and 
longer duration, and some limited obser- 
vations by impartial investigators have 
also indicated this to be true. However, 
these data consist chiefly of the clinical 
observations of practicing dentists with- 
out any attempt to compare the results 
with control cases in which standard 
anesthetic solutions were used. Further 
clinical evidence obtained under control 
conditions and by the “blind test” method 
would seem necessary to establish this 
solution as affording anesthesia of def- 
initely greater duration and greater 
profundity than the presently employed 
solutions or a 3 per cent solution of pro- 
caine hydrochloride with a suitable vaso- 
constrictor content. 

Since Cook-Waite Laboratories, Inc., 
has indicated its intention of proceeding 
with more clinical research on this prob- 
lem, the Council is awaiting controlled 
evidence before continuing with its con- 
sideration of Novocain-Pontocaine-Cobe- 
frin solution, R. B. Waite. 
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BUREAU OF PUBLIC RELATIONS 


THE ORAL HEALTH GROUP OF THE A.P.H.A. 


Tue Oral Health Group, the member- 
ship of which consists of Public Health 
Dentists affiliated with the American 
Public Health Association, held a very 
successful meeting, Wednesday, October 
28, in connection with the seventy-first 
annual meeting of the American Public 
Health Association. The chairman, Allen 
O. Gruebbell, Missouri Department of 
Health, presided and 115 people at- 
tended. 

A paper on “Dental Services for 
Mothers and Children,” was presented 
by H. E. Van Riper, M.D., Children’s 
Bureau, Washington, D. C. 

The United States Maternal Child 
_ Health budget for 1942, said Dr. Van 

Riper, is $10,921,602.00, of which $639,- 
062.00, or 5.9 per cent, is budgeted for 
full and part-time dental personnel (sal- 
aries, fees and travel) and $25,475.00 
for postgraduate education for dentists. 

In “Federal Aid in Public Health 
Dentistry,” Walter J. Pelton, U. S. Public 
Health Service, Washington, D. C., said 
that state dental divisions continue to 
seek larger budgets, but, in spite of this, 
unexpended federal funds are being re- 
turned by the states to total a goodly 
sum. 

In “A Summary of Our Present Knowl- 
edge of the Etiology of Dental Caries,” 
Hamilton B. G. Robinson, Washington 
University, St. Louis, Mo., stated that 
efforts directed at the control of dental 
caries by prescribing so-called protective 
food elements have met: with failure. 
Dental embryology and physiology read- 
ily explain the reason for the failure. 
A dietary error is one of commission 
(excessive carbohydrate intake) rather 
than one of omission (a deficiency of 
minerals and vitamins). 

In “An Index of the Prevalence of 


Dental Caries in School Children,” John 
W. Knutson, of the U. S. Public Health 
Service, who has had considerable experi- 
ence in the field of dental statistics, 
presented some information necessary 
for evaluation of a dental program for 
school children. 

The discussion of the first two papers 
by Nathan Sinai, Dr. P. H., University 
of Michigan, Ann Arbor, pointed out 
a number of the weaknesses of dental 
programs today, with suggestions for 
their improvement. 

The joint luncheon session of the Oral 
Health Group and American School 
Health Association, presided over by A. 
R. Turner, M.D., and A. O. Gruebbell, 
heard George M. Wheatley, M.D., 
Metropolitan Life Insurance Co., New 
York, on the subject, “A Physician Looks 
at the School Dental Program.” This 
paper was discussed by Leon R. Kramer, 
Kansas State Department of Health, 
Topeka, Kan. 

About thirty dental administrators 
remained for an afternoon business meet- 
ing and discussion. 

The committee appointed to explore 
the desirability of petitioning the Gov- 
erning Council of the American Public 
Health Association for a dental section 
reported that there was still some division 
of opinion on the subject and presented 
the matter to the entire group for dis- 
cussion. A large majority of those present 
believed that the proper time had ar- 
rived to petition for a section that would 
give dentistry equal recognition with 
other sections as an important branch of 
public health service. A motion was 
passed almost unanimously that a com- 
mittee be appointed to present a petition 
to the Governing Council of the associa- 
tion for a dental section. The committee 
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was composed of the officers, with Wil- 
liam R. Davis as chairman. Davis, who 
has been an enthusiastic worker in this 
organization for many years, is a mem- 
ber of the Governing Council by virtue 
of the fact that he is president of the 
Michigan Public Health Association. He 
gladly presented the facts to this body, 
and, with the kind and able assistance 
of Reginald M. Atwater, executive secre- 
tary of the American Public Health 
Association, and several other friends of 
dentistry, the following resolution was 
unanimously adopted : 


The Oral Health Group, an informal group 
of dental health workers within the member- 
ship of the American Public Health Associa- 
tion, has over the last five years tried out the 
plan of getting this subject before the public 
health profession without the creation of a 
formal section. It is now the considered 
judgment of representatives of the Oral 
Health Group that this informal scheme, 
which permits these persons to maintain their 
membership or fellowship in the ten sections, 
is not satisfactory for the long range pur- 
poses of those concerned with dental health. 

They therefore petition the Governing 
Council herewith to take steps for consider- 
ing the establishment of a section on public 
health dentistry with the thought that the 
executive board might implement this action 
and that provisional plans for the new section 
might be brought before the Governing 
Council at the next annual meeting. 

It is further recommended that the pro- 
gram committee for the next annual meeting 
be requested to arrange meetings of a pro- 
visional section as a means of verifying the 
support which such a new section would 
have. 


Dentistry must produce evidence next 
year (provided a meeting is held) that 
we should be on a par with the allied 
professions and other sections of the 
American Public Health Association. _ 

The officers for the Oral Health Group 
for the ensuing year are C. R. Taylor, 
Michigan Department of Health, Lan- 
sing, Mich., chairman, and Walter J. 


Pelton, U. S. Public Health Service, 
Washington, D. C., secretary. 

Besides the Wednesday morning and 
luncheon sessions, which were devoted 
exclusively to discussions of public health 
dentistry problems, dentistry was repre- 
sented on the programs of several other 
sections throughout the American Public 
Health Association meeting. 

Walter J. Pelton, of the U. S. Public 
Health Service, participated in a panel 
discussion at a joint session of the health 
officers, engineering and public health 
nursing sections. The subject of the panel 
was “Gearing Public Health to Meet 
Wartime Conditions.” 

Bion R. East, Columbia University, 
New York, N. Y., read a paper before 
the section on epidemiology entitled 
“Some Epidemiological Aspects of Den- 
tal Caries.” 

Ruth E. Martin, Washington Univer- 
sity, St. Louis, Mo., presented a paper 
entitled “Dental Defects in Children” at 
a joint session of the Food and Nutrition 
Section and the American School Health 
Association. 

The scientific, health and commercial 
exhibits were as numerous as those of 
previous years, although many of them 
were smaller and less pretentious than 
those of prewar days. The American 
Dental Association was represented in the 
Health Exhibit Section by Lon W. 
Morrey, director of the Bureau of Public 
Relations, with a fine exhibit of koda- 
chrome transparencies depicting the his- 
tory of dentistry. 

As expected; this year’s attendance was 
much smaller than usual, Nevertheless, 
more than 2,500 professional public 
health workers from every part of the 
United States, from Canada and from 
Latin American Countries registered. 
Great Britain was represented by several 
official delegates. The site and date of 
the next annual meeting were left to the 
decision of the executive board of the 
Governing Council. 
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DENTAL CONDITIONS IN WHITE AND INDIAN 
CHILDREN IN NORTHERN WISCONSIN 


By Leste W. Foster,* D.D.S., M.S., C.P.H., Minneapolis, Minn. 


HENEVER the subject of dental 

health comes up for discussion, 

whether by a lay or by a profes- 
sional group, invariably this question will 
be asked, “How do Indians’ teeth com- 
pare with those of our white popula- 
tion?” It is obvious to the dental pro- 
fession that this is a broad question, 
which, in casual conversation, can be 
answered only by a broad statement. In 
order to give a fair and intelligent answer 
to this question, it seemed necessary to 
find, if possible, an area wherein whites 
and Indians live under similar conditions 
of climate, society and economy, so that 
any comparison would be actual even 
though limited. Three areas in northern 
Wisconsin« seemed to meet the require- 
ments. The limited data derived from 
this small group would seem to carry 
more scientific weight than the use of 
previously assembled figures of larger 
groups. 

There are numerous fallacies in the 
use of independent reports as material 
for such a comparison. Chief among 
these is the lack of truly comparable 
figures on the two groups. The most ex- 
tensive dental survey made on children 
in the United States’ derives 73 per cent 
of its data from examinations made east 
of the Mississippi River. On the other 
hand, it must be noted that the bulk of 
the Indian population (93 per cent)? is 
west of the Mississippi River. The value 
of any comparison of figures derived 
from two such geographically divergent 
sources would be questionable inasmuch 
as environmental conditions, i.e. climate, 
altitude, food and water supply, are gen- 
erally believed to have a marked influ- 


*In charge of dental hygiene education, 
United States Indian Service. 


ence on the incidence of dental disease. 
As children of school age furnish the 
most readily available material for a 
dental survey, and particularly since 
dental caries is a disease of childhood, it 
is logical to look to school groups as a 
source of material for a comparison of 
Indian and white dental health. 

In Northern Wisconsin, there are three 
areas, comprised of seven rural communi- 
ties in four different counties, where the 
school population falls nearly equally 
into white and Indian groups. The chil- 


TaBLe 1.—CLAssIFICATION OF CHILDREN 
EXAMINED 

White... .188 

Three-fourths to less than full blood 19 
One-half to less than three-fourths 62 
One-quarter to less than one-half 17 

Less than one-quarter and those 

whose record was unavailable 36 

Total 462 


dren of these areas attend ten rural 
schools. Their natural environment is 
practically identical. Their food sources 
and water supply are similar. While the 
white children, as a whole, may have a 
slightly better artificial environment, i.e. 
housing conditions, and possibly more 
adequate diet, they also have the dis- 
advantage of that “civilized” tendency to 
indulge in sweets. However, the data 
here presented appear to be suitable for 
comparison. 

During October, November and De- 
cember 1941, 462 children between the 
ages of 6 and 16 inclusive (age figured 
to nearest birthday) were routinely ex- 
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Taste 2.—Incwence or Carious Permanent Teetu (D.M.F.) 1n 462 Wisconsin (Rurat) 
Cuitpren (274 Inpian 188 WuiTe)* 


Indian White 
D.M.F. D.M.F. 
Age Number per 100 Age Number per 100 
Examined Children Examined Children 
Boys 9 56 Boys 7 0 
Girls 9 11 6 Girls 4 25 
Total 18 33 Total 11 9 
Boys 9 4d Boys 12 58 
7 Girls 22 91 7 Girls 8 75 
Total 31 77 Total 20 65 
Boys 15 73 Boys HM. 91 
8 Girls 11 45 8 Girls 8 188 
Total 6... 62 Total 19 132 
Boys 13 131 Boys 16 164 
9 Girls 20 170 9 Girls 12 192 
Total 33 155 Total 28 175 
Boys 15 168 Boys 9 333 
10 Girls 16 218 10 Girls 14 307 
Total 31 197 Total 23 317 
Boys 17 165 Boys 12 242 
11 Girls 16 175 11 Girls 15 194 
Total 33 170 Total 27 215 
Boys 13 208 Boys 9 356 
12 Girls 20. 385 12 Girls 12 367 
Total 315 Total 21 362 
Boys 18 316 Boys 8 525 
13 Girls 13 500 13 Girls 10 382 
Total 31 393 Total 18 444 
Boys 8 388 Boys 7 786 
14 Girls 12 417 14 Girls 4 275 
Total 20 405 Total 11 600 
Boys 7 271 Boys 4 650 
15 Girls 6 433 15 Girls 3 567 
Total 13 346 Total r 614 
Boys 3 800 Boys 0 Sis 
16 Girls 2 800 16 Girls 3 567 
Total 5 800 Total 3 567 
All Boys 127 195 Ali- Boys 95 271 
Ages Girls 147 243 Ages Girls 93 266 
Total 274 221 Total 188 268 


*Age 6 to 16 years and classified according to race, sex and age. 


amined. Examinations were made in the 
school room with the examiner’s back to 
a window and the child seated on a stool 
or chair facing the window, this position 
giving the best natural lighting possible. 
No. 4 plain mouth mirrors and sharp No. 


23 explorers were used in the examina- 
tions. As the examinations were made 
over a fairly short period of time and by 
the same examiner (the writer), the 
variability of diagnosis* has been reduced 
to a minimum. 
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The 462 children were divided and 
classified* as shown in Table 1. 

The figures indicate that the Indian 
children average approximately three- 
fourths Indian blood. 

The 188 white children are representa- 
tive of “run of the mill” rural American 
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number in each subunit is too small to be 
of accurate statistical importance, but 
nevertheless shows the general trend of 
the problem. 

When the age groups in Table 2 are 
consolidated, it will be noted that the 
average caries experience (D.M.F.) for 


Taste 3.—Moopiriep Dentat Caries InpEx* or 274 INDIAN AND 188 Wuitre CHILDREN 


Indian White 
Average Average 
Number Carious Caries Number Carious Caries 
Examined Surfaces Index Examined Surfaces Index 
Boys 127 499 3.92 95 471 4.96 
Girls 147 690 4.69 93 458 4.92 
Total 274 1189 4.34 188 929 4.94 


*Bodecker, C. F.:"Modified Dental Caries Index. J.A.D.A., 26: 1453-1460, September 1939. 


whites. The Indian children are prin- 
cipally Chippewa, Oneida and Potawat- 
ami, with a slight mixture of other tribes. 
Their white blood is similar to that of 
' the white children, as many of the fam- 
ilies are interrelated. 

The average age of the Indian chil- 
dren at the time of examination was 
10.4 years; that of the white children, 
10.3 years (a difference of not more than 
six weeks). The average age of the 
Indian boys examined was 10.6 years ; 
that of the white boys was an even 10 
years. The average age of the girls was 
more nearly equal, the Indian girls’ aver- 
age being 10.3 years, the white girls’ 
average 10.5 years. 

Caries experience, or D.M.F. (de- 
cayed, missing and filled), employed in 
this article was introduced by the United 
States Public Health Service in 1938.° 

Caries experience in permanent teeth 
starts at an earlier age among children of 
Indian blood, probably because of earlier 
eruption of their permanent teeth, than 
among white children. Table 2 shows 
how, in general, by age and sex, caries 
experience increases in the growing child. 
When a group of this size (462) is broken 
down into such small units as color, sex 
and one year age groups, the resulting 


TABLE 4.—INcIDENCE oF DeNnTAL CARIES WITH 

REFERENCE TO NumsBeR or D.M.F. TEETH PER 

Cuitp Havinc Att Four PERMANENT First 
Mo tars Eruptep 


265 173 
Indian White 
First Molars No. PerCent No. Per Cent 
1 D.M.F. 37 14.0 32 18.5 
2 D.M.F 60 22.6 38 22.0 
3 D.M.F 35 13:2 33 12.7 
4 D.M.F 39 14.7 ot 25.4 
Total with 
1 or more 171 64.5 136 78.6 
D.M.F. 
None 
carious 94 35.5 37 21.4 
Total 265 100.00 173. 100.0 
Any Tooth 
1 D.M.F 42 15.8 30 17.4 
2 D.M.F 47 17.7 33 19.1 
3 D.M.F 28 10.6 16 9.2 
4 D.M.F 19 je 28 16.2 
5 D.M.F 11 4.2 t 4.0 
6 D.M.F 11 4.2 10 5.8 
7 or more 20 7.3 14 8.1 
Total with 
1 or more 
D.M.F. 178 67.2 138 79.8 
None 
carious 87 32.8 35 20.2 
Total 265 100.0 173. 100.0 


the white boys is 39 per cent greater than 
that of the Indian boys, athough the In- 
dian boys are about seven months older 
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than the white boys chronologically and 
approximately one year physiologically 
older than the white boys ; the white girls 
have only 9 per cent more D.M.F. teeth 
than the Indian girls, although the chron- 
ologic and physiologic age is approxi- 
mately the same, and the average caries 
experience (D.M.F.) of the white chil- 
dren as a whole is 21 per cent greater 
than that of the Indian chi!4ren as a 
whole. 

If the modified dental caries index® is 
used, the picture changes slightly in favor 


teeth was found to be nearly identical 
in both groups of children. The first 
molars, as would be expected, furnished 
the bulk of the teeth the surfaces of 
which were attacked by decay. In the 
white children, 69.54 per cent of all 
carious (D.M.F.) teeth were first molars, 
the remaining 30.46 per cent being dis- 
tributed among the remaining teeth. In 
the Indian children, 69.64 per cent of all 
carious (D.M.F.) teeth were first molars 
and the remaining 30.36 per cent were 
credited to all remaining teeth. The 188 


Taste 5.—OccurreNce OF MALocc.usion 462 Wisconsin (RurAL) ScHoo.t CHILDREN 
(274 INDIAN AND 188 WuiTeE) 


Indian White 
Occlusion Number Per Cent Number Per Cent 
Normal 147 53.7 96 51.0 
Class I malocclusion Very slight 12 4.4 8 4.3 
Slight 39 14.2 31 16.5 
Moderate 31 11.3 12 6.4 
Severe 1 0.4 1 0.5 
Total 83 30.3 52 27.7 
Class II malocclusion Very slight 2 0.7 2 1.1 
Slight 19 6.9 15 8.0 
Moderate 17 9.0 
Severe 1 0.4 0 0.0 
Total 31 BRia 34 18.1 
Class III malocclusion Very slight 3 1.1 0 0.0 
Slight 7 2.5 4 2.2 
Moderate 2 0.7 1 0.5 
Severe 1 0.4 1 0.5 
Total 13 4.7 6 aca 
Total malocclusion 127 46.3 92 49.0 


of the white children. With this method 
of calculation, the white boys have a 
caries index 25 per cent higher than the 
Indian boys ; the white girls have a caries 
index only 5 per cent higher than the 
Indian girls, and the average caries in- 
dex of the white children of both sexes is 
but 14 per cent higher than the average 
for the Indian children of both sexes. 
Table 3 gives the details as to the modi- 
fied caries index of the children included 
in this study. 

The distribution of carious (D.M.F.) 


white children had 688 fully erupted 
permanent first molars (averaging 3.66 
per child). The 274 Indian children had 
1,062 fully erupted permanent first 
molars (averaging 3.88 per child). Of 
these fully erupted first molars, 50.9 per 
cent of those in white children’s mouths 
were attacked by decay, while the inci- 
dence of carious (D.M.F.) first molars 
of the Indian children was 39.7 per cent. 

A small number of the children ex- 
amined did not have all four first perma- 
nent molars erupted, 8 per cent of the 
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white children and 3.3 per cent of the 
Indian children falling in this class. Of 
those children having all four permanent 
first molars erupted, a tabulation was 
made. This records the occurrence of 
one, two, three and four carious perma- 
nent first molars per child, as well as one, 
two, three, four, five, six and seven or 
more carious (any) permanent teeth per 
child. The greatest number of D.M.F. 
permanent teeth, sixteen, were found in 
a 134-year-old white boy. A 14-year-old 
Indian girl was a close second with fifteen 
permanent teeth. The details of distribu- 
tion are shown as Table 4. 

A valid comparison of the teeth of 
these two groups should not be made 
without some mention of the surrounding 
soft tissues. As there was little difference, 
if any, in the gum condition of the two 
groups, no further mention will be 
made. 

Malocclusion in these two groups was 
found to be more nearly equal than the 
incidence of dental caries. But here again 
the white children stood second, having 
2.7 per cent more irregularities than the 
Indian children. This slight difference 
seems to indicate that these Indian chil- 
dren are approaching the “high state of 
civilization” that whites now enjoy. 

Angle’s classification® was used in re- 
cording the condition of the occlusion 
without regard to the subdivisions ; i.e., 
only the occlusal relation of the opposing 
first permanent molars was considered. 
In the few cases in which none of the 
permanent first molars were erupted or no 
two opposing permanent first molars were 
erupted, the relationship of the jaws was 
determined by the occlusion of the second 
deciduous molars. In order to determine 
the severity of the malocclusion, four sub- 
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divisions were made in each class: very 
slight, any deviation not noticeable except 
on careful examination ; slight, any devi- 
ation from the normal noticeable upon 
ordinary examination, but not of suffi- 
cient degree to interfere with mastica- 
tion; moderate, slightly interfering with 
mastication, treatment recommended but 
not imperative ; severe, marked irregular- 
ities, regulation being desirable either as 
a physical or a mental health measure. 
The results of this part of the examina- 
tion are shown as Table 5. 


CONCLUSION 


The data presented herein indicate that 
Indian children living in the .: ic com- 
munities with white children and .ader 
similar conditions are similarly attacked 
by dental caries and subject to malforma- 
tion of the jaws but slightly less severe. 
This two-way comparison shows that the 
Indian children, for the present at least, 
have the advantage over the white chil- 
dren. 
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COUNCIL ON DENTAL EDUCATION 


Tue Council on Dental Education in- 
augurated a congress on dental educa- 
tion and licensure in February 1941 at a 
meeting held in Chicago. A second con- 
gress was held in February 1942 in Chi- 
cago. The fundamental purpose of the 
council in conducting such meetings was 
to bring dental examiners and dental 
teachers together for a discussion of com- 
mon problems. The response of both 
examiners and teachers to this undertak- 


ing went far beyond the expectations of 
the Council. 

The general feeling seems to be that 
it would be desirable to hold such a 
meeting each year. Owing to the pres- 
ent unsettled conditions, however, and 
because of the difficulties of travel, the 
Council has determined not to under- 


.take to conduct a congress in 1943, but 


proposes to continue this effort when 
conditions warrant it. 


REPORT OF THE COUNCIL ON DENTAL EDUCATION 


To the House of Delegates of the Amer- 
ican Dental Association: 

This report of the Council on Dental 
Education to the House of Delegates of 
the American Dental Association covers 
the year ending June 30, 1942. Four 
meetings of the Council were held dur- 
ing the year as follows : 

Houston, Texas ..October 24, 1941 

New York City. .January 17, 1942 

Chicago ....... February 22, 1942 

rr June 21, 1942 

During the year, Arthur C. Wherry 
of Salt Lake City was re-elected for a 
term of three years by the House of 
Delegates and Leroy M. S. Miner of Bos- 
ton and William N. Hodgkin of Warren- 
town, Virginia were reappointed for 
terms of three years, respectively, by the 
American Association of Dental Schools 
and the National Association of Dental 
Examiners. Roy O. Elam of Nashville 
was appointed for one year by Oren A. 
Oliver, President of the American 
Dental Association, to fill the vacancy 
caused by the resignation of Walter M. 
Morgan of Nashville. M. Webster Prince 
of Detroit succeeded, Minor J. Terry of 
Albany, N. Y. as Chairman of the Coun- 
cil and William N. Hodgkin succeeded 


J. Ben Robinson of Baltimore as Vice 
Chairman. 

The annual Dental Students’ Register 
covering enrollment in the thirty-nine 
dental schools in the United States as of 
October 15, 1941 was issued in due 
course. Salient facts recorded in the 
Register may thus be enumerated : 

A total enrollment was reported in the 
thirty-nine schools of 8,980 students dis- 
tributed as follows: 8,355 undergrad- 
uates, an increase of 635 over the 
previous year; 22 specials; 90 graduate 
students ; 186 postgraduate students ; 327 
dental hygienists. 

The pre-dental education of the 8,355 
undergraduates was reported as follows : 
with less than two years of college work, 
18; with two years, 4,183; with three 
years, 1,510; with four years without a 
degree, 320; with a bachelor’s degree, 
2,203; with other degree, 121. Corre- 
spondingly, the predental education of 
the first year class, numbering 2,476, 
stood as follows: with two years of col- 
lege work, 1,162; with three years, 526; 
with four years without a degree, 140; 
with a bachelor’s degree, 626 ; with other 
degree, 22. 

Graduates for the year ending June 
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30, 1941, numbering 1,568, were reported 
with pre-dental education as follows: 
with less than two years of college work, 
74 with two years, 713 ; with three years, 
233; with four years without a degree, 
41; with a bachelor’s degree, 456; with 
other degree, 51. 

The geographical distribution of. stu- 
dents showed enrollments from every 
state in the Union, the largest number, 
1,819, being from New York and the 
smallest, 4, being from Nevada. 

A detailed analysis of the formal ap- 
plications for admission to the thirty- 
nine dental schools in the United States 
was made and the results reported to the 
schools as follows : 

Number applying to one school 

only, accepted and in attend- 

ance 
Number applying to more than 

one school, accepted and in at- 

tendance 
Number applying to one or more 
schools, accepted and not in at- 
tendance 
Number applying to one or more 
schools, refused admission by all 
schools 


1,800 


321 


Total number of formal applica- 

Thus it is seen that 2,476 applicants 
were accepted and enrolled, 321 appli- 
cants were accepted and did not attend, 
and 553 applicants were rejected by all 
schools to which they sought admis- 
sion. 

A brochure of seventy-two pages on 
“Dentistry as a Professional Career,” 
preparation of which was announced in 
last year’s report, was completed and dis- 
tributed. The demand for the brochure 
has been so great that it has been neces- 
sary to print two editions of 5,000 copies 
each. It is widely sought by prospective 
students, guidance officers and reference 
libraries. It has been distributed without 
charge on individual requests and a charge 
of ten dollars per hundred has been made 
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to dental schools desiring the brochure 
in quantities. 

One of the most hopeful aspects of our 
modern American life is the eager en- 
thusiasm of millions of our youth to fit 
themselves through the discipline of edu- 
cation and special training for lives -of 
usefulness. The choice of a trade, or 
business, or profession in a country where 
the ideal of self-support and economic 
independence prevails, is a tremendously 
important issue. Countless fathers and 
mothers, young men and women, and 
guidance and personnel officers in high 
school and college wrestle with this 
question year by year. The Council is in 
constant receipt of inquiries from all 
these sources concerning the basis of a 
sound education in dentistry, the schools 
in which satisfactory predental educa- 
tion may be secured, the cost of such an 
education, the requirements and condi- 
tions of dental practice, the organization 
and literature of the profession, and the 
material and professional rewards it 
offers. 

With the sole purpose of helping 
parents, youth and guidance officers 
fairly to appraise the field of dentistry 
and the opportunities it offers for a 
happy and fruitful career, the Council 
feels it desirable to keep this brochure 
and subsequent revised editions of it 
available for distribution at all times. 
The Council is not engaged in recruiting 
students or in the mere multiplication of 
numbers in the dental schools. It does 
believe that enlightened society in the 
years ahead will greatly enlarge the 
dental service which the public now re- 
ceives, and that young men and women 
with good health, with proven scholastic 
ability, with a genuine bent toward sci- 
entific endeavor and with the desire to 
serve humanity in a career which 
promises reasonable material rewards 
and great professional satisfaction, need 
not hesitate to study dentistry. The 
Council hopes that this brochure may 
help many young men and women to 
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determine wisely the choice of a career. 

The First Congress on Dental Educa- 
tion and Licensure conducted by the 
Council at Chicago in February, 1941 
met with a response from the deans and 
faculties of dental schools and from 
members of state boards of dental ex- 
aminers quite beyond the hopes and ex- 
pectations of the Council. Accordingly, 
a Second Congress was held in Chicago 
in February, 1942. The response to this 
second effort was likewise encouraging. 
The desire now seems widespread that 
the Council should conduct an annual 
meeting with the major purpose of 
effecting and maintaining closer coor- 
dination and articulation between dental 
teaching and dental examining for 
licensure. 

The morning session of the Second 
Congress was devoted to discussion of 
the general topic, “How can obsolete 
procedures and processes in dental teach- 
ing and in dental examining be elimi- 
nated and how can teaching and exam- 
ining be more closely articulated?” 
Charles F. Bodecker of Columbia Uni- 
versity presented a paper from the 
“Teacher Approach” and Philip L. 
Schwartz, former member of the New 
Jersey Board of Dental Examiners, from 
the “Examiner Approach.” The lunch- 
eon session was addressed by Franklyn 
Bliss Snyder, President of Northwestern 
University. The afternoon session was 
devoted to discussion of the general topic, 
“The Design of the Dental Curriculum.” 
Howard M. Marjerison, Dean of the 
College of Dentistry of the University of 
Illinois, presented a paper dealing with 
the special topic, “By Integration with 
Medicine,” and Willard C. Fleming, 
Dean of the College of Dentistry of the 
University of California, presented a 
paper dealing with the special topic, 
“By Autonomy in Administration and 
Teaching.” 

In both the morning and afternoon 
sessions, the presentation of the formal 
papers was followed by open discussion 


from the floor. Some twenty-five deans, 
dental teachers, state board examiners 
and others participated in the discussion. 
All but four of the thirty-nine dental 
schools were represented and thirty-three 
deans were in attendance. About thirty 
state boards of examiners were repre- 
sented by one or more members. The 
Proceedings have been published and dis- 
tributed. 

The Council was proceeding syste- 
matically with its announced plans for 
the establishment of a list of approved 
dental schools when the declaration of 
war in December, 1941, raised many new 
questions. On January 3-4, 1942, a con- 
ference of college and university presi- 
dents was held at Baltimore to consider 
what the higher and professional educa- 
tional institutions could do to aid in the 
common defense and in the prosecution 
of the war. A series of resolutions were 
adopted pledging the cooperation of the 
institutions with the Government and 
proposing that all colleges and uni- 
versities, so far as practicable, employ 
the summer months to accelerate their 
programs of study during the emergency 


and thus save time for all students. It | 


was also proposed that studies be made 
of the added expense to which both in- 
stitutions and students would be put in 
pursuing accelerated schedules. 

The Council gave serious consideration 
to the question of acceleration in dental 
education at its meeting on January 17, 
1942 and recommended that “accelerated 
programs be adopted for the period of 
the war in those cases where dental 
schools are able to do so without loss in 
the effectiveness of their work.” The 
Council also urged that the usual pre- 
dental and professional requirements be 
maintained and that every effort be made 
to preserve the integrity of the teaching 
and the quality of the research. It was 


also suggested that plans for accelerated . 


programs should make the transition 
from the regular four-year schedule with 
the least possible confusion and should 
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permit an easy return to a  four- 
year schedule at the end of the emer- 
gency. 

Thirty-six of the thirty-nine dental 
schools in the United States have an- 
nounced the revision of their schedules 
so as to enable their students to complete 
the usual course covering four academic 
years in three calendar years. All stu- 
dents in these schools already enrolled 
will be kept in continuous attendance, 
with short breaks between terms, until 
graduation. Twenty-four schools are re- 
ceiving their first new classes under the 
accelerated schedule in May, June and 
July, 1942, and twelve schools are receiv- 
ing their first new classes in September 
or October, 1942. 

The Wartime Commission of the 
Office of Education at Washington, D. C. 
made a study of the added cost of ac- 
celeration to institutions and students and 
has recommended a Federal appropri- 
ation to meet the expense. The Council 
canvassed the dental schools to discover 
the amount earned by dental students 
to help themselves in meeting the ex- 
penses of a dental education. It was 
thought that such data might aid the 
Wartime Commission in determining the 
amount to be included in its request as 
a possible basis of loans to dental stu- 
dents. It was found that 72% of the total 
enrollment of undergraduate dental stu- 
dents carry on some work to aid them- 
selves while they are studying dentistry. 
About three-fourths of their earnings are 
accumulated during the summer months 
and one-fourth during the academic year. 
It was also found that the students who 
do such work earn on the average 
$343.00 per year. This investigation 
clearly indicated that dental students 
earn about $2,000,000.00 annually. This 
figure was employed by the Wartime 
Commission in its representations to the 
Office of the Budget at Washington. 
It was more difficult to get at the pos- 
sible extra expense to institutions; but 
the Council is assured that if and when 
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Federal funds are provided for these 
purposes, dental schools will be given 
consideration along with otheri profes- 
sional schools. 

All these hurried changes in proced- 
ure naturally raised the question as to 
whether or not. the Council should be- 
gin in September, 1942, the inspection 
of dental schools seeking its approval. 
Both dental schools and state boards of 
examiners were canvassed. The ma- 
jority of the schools and practically all 
of the boards felt that the Council’s 
plans should go forward uninterruptedly 
in spite of the emergency. The Coun- 
cil, therefore, is proposing to go forward 
with its difficult task with the nation at 
war and with nearly all the dental schools 
operating on accelerated schedules. A 
series of blanks calling for detailed doc- 
umentary data were issued before the 
declaration of war and have largely 
been returned. The Council will collate 
the data thus secured and employ them 
as a basis for the inspection of the schools 
which will be begun in September, 1942. 
The Council hopes that the care it pro- 
poses to take in prosecuting this task in 
a time of emergency may even help to 
sustain the standards of dental education 
which have been attained through the 
years. The Council also hopes that the 
list of approved dental schools it plans 
to establish will command the respect 
of other accrediting agencies, of dental 
and college educators, of boards of ex- 
aminers and of the entire dental pro- 
fession. 

Respectfully submitted, 

M. WEBSTER Prince, Chairman, 

N. Hopekxin, Vice Chairman, 
- Leroy M. S. Miner, 

ARTHUR C. WHERRY, 

Joun T. O’Rourke, 

Rosert P. THomas, 

Roy O. Exam, 

J. Ben Rosinson, 

Minor J. Terry, 


Harwan H. Horner, Secretary. 
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COMMITTEE ON DENTAL MUSEUM 


REGISTRY OF DENTAL AND ORAL PATHOLOGY 
THE ATLAS OF DENTAL AND ORAL PATHOLOGY 


Tue Atlas of Dental and Oral Path- 
ology is a publication containing perti- 
nent data on pathologic lesions of the 
oral cavity. It has been compiled from 
material submitted to the Registry of 
Dental and Oral Pathology at the Army 
Medical Museum. 

The publication of the Atlas of Den- 
tal and Oral Pathology is sponsored by 
the American Dental Association through 
the Committee on Derital Museum. A 
first edition was prepared by Col. James 
B. Mann, DC, U. S. A., while serving 
as dental pathologist to the Registry of 
Duntal and Oral Pathology and by Col. 
J. E. Ash, MC, U. S. Army, curator 
of the Army Medical Museum. This 
printing was soon exhausted and a sec- 
ond revised edition was prepared by 
Maj. Joseph L. Bernier, DC, U. S. 
Army, while serving as pathologist to the 


registry. 

In the first edition of the Atlas, the 
illustrations were actual prints from pho- 
tographic negatives, but the high cost 
of publication limited its distribution. 
By using a multilithographic process, it 
has been possible not only to enlarge the 
second edition, but also to reduce the 
price from $15 to $5. Some of the plates 
of the second edition do not show de- 
tails as well as photographs, but the ac- 
companying written discussion provides 
sufficient information to afford an under- 
standing of the lesion. 

The second edition contains, as an in- 
troduction, several pages that are con- 


American Dental Association 
212 East Superior St. 
Chicago, Il. 


cerned with dental and oral histology 
and embryology. These should serve as 
an excellent review and will add con- 
siderably to a more complete understand- 
ing of the various pathologic lesions. 
The remainder of the Atlas is concerned 
with all types of dental and oral diseases. 
A brief clinical history and a more 
detailed discussion of the microscopic 
findings is given for each case. This is 
accompanied by a_ multilithographic 
illustration of a histologic specimen, and 
specific references to the important fea- 
tures are given in the text. In most in- 
stances, both high and low power magni- 
fications are used. 

Obviously, all lesions cannot be pre- 
sented in the Atlas, but by a careful se- 
lection of material from approximately 
2,800 cases that have been registered, 
the principal dental and oral conditions 
are included and the scope of the book 
is very broad. In addition, new cases 
have been introduced covering diseases 
of the pharynx, since these conditions are 
observed frequently in an oral examina- 
tion. 

It is an extremely valuable book for 
study by any one interested in pathol- 
ogy ; as a teaching aid in departments of 
pathology, or as a reference book in a 
medical or a dental library. 

Should you want a copy of the Atlas, 
fill out the following form and forward 
it to the American Dental Association. 

Henry A. Swanson, Chairman, 
Dental Museum Committee 


Enclosed is $5 for one copy of the “Atlas of Dental and Oral Pathology.” 


Name 


Street 


State 


City 
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COMMITTEE ON LEGISLATION 


INCOME TAX OF DECEDENTS 


An odd angle of the income tax law 
regarding dentists and other professional 
men has recently been changed to the 
advantage of dentists and others. The 
situation arose out of the fact that it 
has been the usual practice of dentists 
to report their income taxes on the basis 
of cash received during each year for 
work performed in that year and also to 
report the cash received each year for 
work done in previous years, but paid for 
in that year; a method called the cash 
receipt basis. 

Difficulty arose, however, in determin- 
ing what income tax a professional man 
would owe at the time of his death on 
income which he had earned in his life- 
time, but which he had not yet received 
at the time of his death, and on which, 
therefore, no income tax had been paid. 

Under the original tax laws, all pro- 
fessional services that had been per- 
formed on a credit basis and were unpaid 
at the time of the dentist’s death went 
to his estate free of any income tax. 

In 1934, Congress wished to collect 
an income tax on this income and 
hence changed the law by adding to Sec- 
tion 42 (a) of the Revenue Act the fol- 
lowing words: “In the case of the death 
of a taxpayer there shall be included in 


computing net income for the taxable 


period in which falls the date of his 
death, amounts accrued up to the date of 
his death if not otherwise properly in- 
cludible in respect of such period or a 
prior period.” The effect of this change 
was to put the cash receipt taxpayer on 
the accrual basis for the income tax due 
for the taxable period in which fell the 
date of his death, and this change in his 
tax status was automatically forced on 
the taxpayer only by reason of his death. 

In discussing the past history of this 
situation, the United States Court of Ap- 


peals for the District of Columbia stated : 


From its very terms, and as is clearly ex- 
pressed in the reports of the congressional 
committees handling the legislation, it is evi- 
dent that Section 42 (a) found its way into 
the tax law for the purpose of preventing 
ordinary income from escaping taxation. 
Previously, whenever a taxpayer on a cash 
receipts and disbursement basis died, income 
accrued up to his death passed to the estate 
as a part of the corpus, escaping the income 
tax mill altogether. Section 42 (a), enacted 
to cover the situation, “includes” in taxable 
income “for the taxable period in which falls 
the date of his (taxpayer’s) death, amounts 
accrued up to the date of his death.” 

Thus the taxable income for such period 
is the income the taxpayer actually received, 
plus the income accrued but not received. 
The objective of Congress, which must al- 
ways be kept in mind, is that the net income 
of the taxpayer, prior to his death, bear the 
burden of income taxes . . . and that the in- 
come accrued should be added to the income 
actually received. 


In discussing the intention of Con- 
gress, the District Court of Appeals for 
the Fourth District said: “It was the in- 
tention of Congress in enacting Section 
42 (a) to reach all income earned dur- 
ing the life of a decedent that would 
otherwise escape the income tax.” 

The hardship of this law on dentists 
as well as other professional men lay in 
the fact that, in the event of his death, 
all of his outstanding book accounts due 
and unpaid to him at the time of his 
death were lumped together and added 
to his cash income for the last year of 
his life. 

It was the practice to value these out- 
standing book accounts at their true net 
worth, and in one case this value was 
set at one-fifth of their face value; yet, 
in many cases, even this resulted in a sub- 
stantial increase in the reportable in- 
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come. Thus, not only was the amount of 
the tax increased by this addition to his 
cash income, but also, because it in- 
creased the amount of the reportable in- 
come, it forced it into a much higher tax 
bracket, which, in turn, greatly increased 
the rate of taxation on all of the income, 
including cash income as well as accrued 
income. In the last few years, this has 
worked an extreme hardship on the es- 
tates of decedents. 

In order to. protect their heirs and 
estates, many professional men took out 
extra life insurance policies for the ex- 
press purpose of having special funds 
available at the time of their death to 
meet this contingency. 

Under the new Revenue Act of 
1942, however, Congress has completely 
changed the law regarding the accrued 
income in respect of decedents. The 
last sentence of Section 42 (a), which 
is the one quoted above, is amended to 
read as follows: “In the case of the 
death of a taxpayer whose net income 
is computed upon the basis of the ac- 
crual method of accounting, amounts 
(except amounts includible in comput- 
ing a partner’s net income under Sec- 
tion 182) accrued only by reason of the 
death of the taxpayer shall not be in- 
cluded in comp:ting net income for the 
period in which falls the date of the tax- 
payer’s death.” Thus, Congress has elim- 
inated the hardship of the former law 
by relieving the estate of a decedent from 
any income tax on the accrued income 
of the decedent, and, in lieu thereof, 
it has provided that an income tax shall 
be levied on this accrued income when 
and as it is received by the heirs or bene- 
ficiaries of the decedent. 

It is to be noted that these amounts 
of accrued income might consist of other 
items besides professional services; such 
as capital gain and interest on monies 
loaned, and the law provides that these 
amounts shall be considered, in the hands 
of any person who acquires them by be- 
quest, devise or inheritance from the de- 


cedent, to have the same character that 
they would have had in the hands of the 
decedent if he had lived to receive such 
amounts. The recipient of them will 
have to pay an income tax on them for 
the taxable year in which he receives 
them. 

According to another provision, if an 
estate tax or an inheritance tax is paid 
by the estate of the decedent on the ac- 
crued income, when the recipient of the 
accrued income reports it on his income 
tax he shall be allowed a deduction by 
reason of the inheritance tax that has al- 
ready been paid on it, and Section 126 
sets up a method for computing this 
deduction. 

The new law provides that, in the case 
of the income tax returns of decedents, 
the new amendments shall be applicable 
with respect to taxable years beginning 
after December 31, 1942; and that, in 
the case of the income tax returns of 
recipients of accrued income of dece- 
dents, the new amendments of this sec- 
tion shall be applicable with respect to 
taxable years ending after December 31, 


1942. 
THE LAW MADE RETROACTIVE 


The law also provides that in case 
the taxable period, in which falls the 
date of the death of the decedent, began 
after December 1, 1933, and before Jan- 
uary I, 1943, the tax for such taxable 
period shall be computed as if the new 
provisions were part of the Revenue Act 
of 1934 and all following Revenue Acts ; 
provided there are filed with the com- 
missioner signed consents, made under 
oath by the fiduciary representing the 
estate of the decedent and by each per- 
son who is a recipient of such accrued in- 
come. If such consents are filed, there is 
a provision for a refund if the taxes here- 
tofore paid would amount to an over- 
payment under the new law. 

The Revenue Act of 1942 was ap- 
proved by the President, October 21, 


1942. 
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REPORT ON MAIL-ORDER DENTURE BILL 


Tue Committee on Legislation reports 
that the bill to prohibit the transporta- 
tion of mail-order dentures in interstate 
commerce has been passed by the House 
of Representatives and is now before the 
Senate. There, it was amended to elim- 
inate the advertising feature and then 
it was approved by the subcommittee, 
and its future steps will be to be ap- 
proved by the full interstate commerce 


committee and then brought on the 
floor of the Senate. After approval 
there, it will be sent back to the 
House for concurrence in the amend- 
ment, and then it will be sent to the 
President for his signature, when it 
will become law. The dental pro- 
fession was kept fully informed as 
to the status of this bill from time to 
time. 


VALIDITY OF STATUTES REQUIRING OWNERS 
AND OPERATORS OF DENTAL OFFICES 
TO BE LICENSED DENTISTS 


By Lesuiz Cuixps, Indianapolis, Ind. 


THE question of the validity of statutes 
requiring owners and operators of dental 
offices to be licensed dentists has been the 
subject of much litigation. The principal 
attack upon such enactments has been 
based on the broad ground that they 
constitute an unconstitutional interfer- 
ence with the right of every one to own 
and control property. 

However, by the weight of recent 
authority, provisions of this character in 
dental practice statutes have been up- 
held. And, as an example of judicial 
reasoning on what may be termed the 
majority rule, State vs. Williams, 211 
Ind. 186, 5 N.E. (2d) 961, 1937 is in 
point. Here the Indiana statute, in de- 
fining the practice of dentistry, in part 
provided that “any person shall be said 
to be practicing dentistry within the 
meaning of this act who . . . owns or 


operates a dental office, or is the man- 
ager or conductor of the same.” 

The defendant was charged under the 
foregoing provision with practicing den- 
tistry without a license. The lower court 


found for the defendant. The state ap- 
pealed, raising the question of the valid- 
ity of the quoted provision which, in 
effect, forbade an unlicensed person to 
own or operate a dental office. Here, in 
reasoning thereon, and in reversing the 
judgment below, the court, among other 
things, said : 


The profession of dentistry is not a busi- 
ness, but one of the learned professions 
which require long years of study before one 
is capable of practicing the profession. It is 
not a business where one can procure a room 
and a manager to run same. Before one may 
practice dentistry, he must pass a rigid ex- 
amination and secure a license or permit to 
practice. 

If a person alone, or an association of 
persons, who fail to have the necessary 
learning to pass the dental examination, can 
own, manage, and operate a dental parlor 
with a licensed dentist in charge, then all 
the statutes regulating the practice of den- 
tistry would be of no effect. The standards 
and ethics of the dental office, the class of 
workmanship, and the price would be regu- 
lated by the owner or manager. ... 


| 
q 
| 
q 
id 
& 
| 


2264 Tue JOURNAL OF THE AMERICAN DenTAL AssociATION 


If one who is not qualified and licensed 
to practice is permitted to select and rent an 
office, and then employ licensed dentists to 
do the actual work, upon either a commis- 
sion or a salary basis, he would certainly be 
doing a dental business, and would be doing 
indirectly what he could not do directly. . . . 
We are of the opinion that none of the pro- 
visions of the dental act complained of 

. violates any provisions of th< State 
or Federal constitution. . . . Judgment re- 
versed. 

A like conclusion was reached in 
Parker vs. Board of Dental Examiners, 
216 Cal. 285, 14 Pac. (2d) 67, which 
involved a construction of the Cali- 
fornia dental statute. The statute here, 
among other things, provided that “any 
person shall be understood to be prac- 
ticing dentistry within the meaning of 
this act who . . . (5) manages or con- 
ducts as manager, proprietor, conductor, 
lessor, or otherwise a place where dental 
operations are performed.” 

The plaintiff controlled a number of 
corporations which, among other things, 
leased and supplied a chain of dental 
offices, under various contractual ‘ar- 
rangements. The instant action involved 
the question of whether the plaintiff’s 
method of doing business constituted the 
practice of dentistry within the meaning 
of the quoted provisions of the statute. 
The plaintiff contended that its business 
concerned merely the business side of the 
practice, and therefore the section of the 
statute invoked did not apply thereto. 
The trial court denied this contention, 
and the higher court in affirming the 
judgment rendered below, in part, said : 


THE REASONING OF THE COURT 


The appellant [plaintiff] claims that there 
is a distinction between the practice of dentis- 
try which the statute undertakes to regulate 
and the purely business side of the practice; 
that the first requires skill and learning, while 
the latter requires only training in business 
transactions, and if the management or con- 
duct of the “business side” by a layman is 
inhibited by statute, then the inhibitions of 
the statute are beyond the scope of the police 


power of the state, and are void as being 
unconstitutional. . . . 

We are not prepared to hold with the con- 
tention that a corporation or an unlicensed 
person may not be prevented from man- 
aging, conducting, or controlling what [plain- 
tiff] terms the “business side” of the prac- 
tice of dentistry. The law does not assume 
to divide the practice of dentistry into that 
kind of departments. . . . The subject is 
treated as a whole. 

If the contention of appellant [plaintiff] 
be sound, then the proprietor of the business 
may be guilty of gross misconduct in its 
management and violate all standards which 
a licensed dentist would be required to re- 
spect and stand immune from any regulatory 
supervision whatsoever. His employee, the 
licensed dentist, would also be immune from 
discipline upon the ground that he was but 
a mere employee and not responsible for his 
employer’s misconduct. On grounds of pub- 
lic policy such a condition could not be 
countenanced. ... 

The practice of dentistry is not open to 
commercial exploitation. Such would be its 
fate if the methods adopted by petitioner 
[plaintiff] should become general. That a 
corporation may not engage in the practice 
of the law, medicine, or dentistry is a settled 
question in this state. . . . Judgment affirmed. 


So too, in the People vs. Carroll, 274 
Mich. 451, 264 N.W. 861, which, by the 
way, was reviewed in an article in THE 
JouRNAL several years ago, the court up- 
held a statute requiring a license to prac- 
tice dentistry as a condition to owner- 
ship, or operation, of a dental office. The 
defendant was charged with violation of 
the statute on the grounds that he was 
a partner in the operation of a dental 
office, and did not have a license to prac- 
tice. In upholding that statute, and in 
affirming the conviction of the defend- 
ant, the court, in part, reasoned : 


The next question that presents itself to us 
is the validity of a regulation requiring the 
owner or operator of a dental parlor to be a 
licensed practitioner. . . . It is a well-known 
fact that in the profession of dentistry the 
services rendered are personal and call for 
knowledge in a high degree, and that to 
separate this knowledge from the power of 
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control, is an evil, the correction of which 
was attempted by the instant legislation. 
The evils which arise from divorcing the 
“power of control” from “knowledge” apply 
with equal force to a partnership as well as a 
corporation. ... 

[We] think it within the police power of 
a state to control and regulate the owner- 
ship and operation by a firm of a dental 
parlor as well as to prescribe the qualifica- 
tions of those who engage in its practice. .. . 
We, therefore, hold that the respondent [de- 
fendant] being engaged in the operation of a 
dental parlor was engaged in the practice of 
dentistry contrary to the above act. Judg- 
ment of conviction is affirmed. 


CONCLUSION 
The foregoing cases cut squarely 
across the case law of the subject in hand, 
and fairly represent the reasoning fol- 
lowed by the great weight of authority. 
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True, there is some authority to the con- 
trary, for example, State vs. Brown, 37 
Wash. 97, 79 Pac. 635, decided in 1905. 
But this case does not appear to have 
been followed in other jurisdictions, and, 
it seems, stands alone in the denial of the 
validity of statutes requiring a license 
to practice dentistry of one owning or 
operating a dental office. 

On the other hand, the cases reviewed 
herein are all of comparatively recent 
date, and, under their holdings, there 
can be no doubt of the validity of re- 
strictive statutes covering the ownership 
and operation of dental establishments. 
These holdings constitute pat illustrations 
of the case law today as well as the trend 
of judicial authority on the question in- 
volved. 


1520 East Tenth Street 


ALPHA OMEGA FRATERNITY PRESENTS THREE AMBULANCES 
TO THE UNITED STATES ARMY 


THREE ambulances were presented to 
the United States Army by the Alpha 
Omega Fraternity, after a luncheon cere- 
mony at the Mayflower Hotel in Wash- 
ington, D. C., August 15, 1942. Brig. 
Gen. Ralph H. Mills, chief of the United 
States Army Dental Corps, accepted the 
gift, which the national president, Meyer 
Eggnatz, of Baltimore, presented for the 
fraternity. 

Thomas Parran, Surgeon General of 
the United States Public Health Service 
and recipient of the 1938 Alpha Omega 
Achievement Medal, presented annually 
for “Meritorious Contribution to the Art 
and Science of Dentistry,” was the prin- 
cipal speaker. He spoke of the tremen- 


dous postwar task that lies ahead for 
American medical and dental professions. 
War and its concomitant forces of de- 
struction ; disease, undernourishment and 
starvation, mental and nervous distresses 
—these will leave their mark on the 
postwar human being, and America’s 
health forces will be assigned the job of 
bringing the world back to normal health. 

Alpha Omega, with almost 350 of 
its membership already stationed in var- 
ious parts of the world on active duty, 
had earlier, before the entrance of 
the United States into the conflict, pre- 
sented a complete mobile unit to the 
Canadian Dental Corps at services held 
in Toronto. 
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PAN AMERICAN RELATIONS COMMITTEE 


CONTRIBUTION OF THE DENTAL PROFESSION 
TO CONTINENTAL SOLIDARITY AND 
UNDERSTANDING* 


By Danuet F. Lyncu,} D.D.S., Washington, D. C. 


Tue dental profession is extremely 
fortunate in that it can contribute to in- 
ternational understanding and friendship 
in a war-torn world. This is possible 
through the exchange of our dental liter- 
ature and the visits to foreign countries 
which dentists have always made to ac- 
quire new knowledge and ideas from 
their distant colleagues. For example, I 
have many personal friends in every 
country of Europe and South America 
and in some parts of Asia. I consider 
myself wealthy because of these friend- 
ships and know that they will grow 
stronger and richer as the years go by. 

Because we are Americans, we have a 
common New World attitude and out- 
look, but distance has made it difficult 
for us to know each other. We have 
gone through the last 200 years with 
little knowledge of each other’s thoughts, 
customs and traditions. The future pre- 
sents a different picture and perhaps for 
us a better one. The day of competitive 
nationalism and nationalistic thought has 
passed into the larger and greater realm 
of continental thought and hemispheric 
cooperation. The Americas are rich in 
minerals and all of the basic necessities 


*Read in absentia at the II Jornadas of 
the Sociedad Argentina de Ortodoncia, held 
in conjunction with the IX Jornadas of the 
Asociacién Odontolédgica Argentina, during 
the first two weeks of October 1942. 

+Chairman, Pan American Relations Com- 
mittee, American Dental Association. 


of life. Some of our countries have more 
of these basic materials than others. 
Therefore, it is necessary to develop an 
exchange and obtain a fair distribution 
of these things so that we may all live 
in happiness and peace. To accomplish 
this exchange requires understanding and 
knowledge of one another. This is where 
the dental profession of each country can 
play a significant réle. 

First, we all have a common language 
of dental and anatomic terms. This lan- 
guage should be extended and coordi- 
nated so that more words are identical 
in English, Spanish and Portuguese. 

Secondly, we have the same daily prob- 
lems in practice, regardless of whether 
we practice in New York, Mexico City, 
Lima, Peru or Buenos Aires. Many of 
our patients come to us in pain and usu- 
ally with insufficient money to pay for 
the work to be accomplished. The dental 
materials that we use must be of the fin- 
est quality and yet each of us has had 
the experience of being supplied with 
inferior dental materials, which has 
made our work difficult. The American 
Dental Association has endeavored to 
protect its members against this practice 
by establishing specifications for dental 
materials under its Research Commis- 
sion. It has given the dental profession 
of the United States a great deal of 
happiness to realize that our brother 
practitioners in the other countries of 
America have seen fit to use these lists 
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of certified materials in their daily prac- 
tice. 

Because of the unfavorable money ex- 
change, it has not been possible for the 
dentists of Latin America to visit fre- 
quently in the United States. Nor has it 
been. possible for them to buy current 
American textbooks. On the other hand, 
the average North American dentist 
usually takes only a two or three week 
holiday annually and this short time does 
not enable him to visit Latin America. 

But this is now being changed. The 
dentists of North America are becoming 
aware of the great culture and civiliza- 
tions which exist to the South of us. 
There is a keen desire on the part of the 
North American dentist to know more 
about the work of his colleagues in Latin 
America and, as this interest grows, more 
of our dentists will travel through South 
America and spend a sufficient length of 
time watching the work of such men as 
those gathered here at this assembly. 
You represent the best type of practi- 
tioner and it is with you that the mem- 
bers of the American Dental Association 
wish to communicate. Much good can 
be done by personal correspondence, and 
it is suggested that you endeavor to com- 
municate with those friends and col- 
leagues in North America whom you 
admire. 

The dental profession of any country 


is only a small segment of its population, 
but because of its daily contacts, it can 
exercise a tremendous force toward un- 
derstanding any given problem. Because 
of this, it becomes an important force 
in developing continental understanding 
and contributing toward continental sol- 


idarity. We must become better ac- . 


quainted with one another. We must 
exchange ideas and technics. We must 
have sympathy and appreciation for one 
another’s work and problems, and we 
must make an individual effort to express 
all this. This is not a one-man job! It 
is the responsibility of every individual 
assembled at this meeting and of all 
our colleagues scattered throughout the 
Americas. Perhaps at the Fifth Congress 
of the Federacién Odontolégica Latino 
Americana, to be held in Buenos Aires 
in 1944, definite programs can be de- 
signed for carrying out these thoughts 
and ideals. 

Gentlemen, friends, I salute you on 
this occasion and I give you a toast of 
fellowship and regard. I am sorry that 
I am not with you in person, but I am 
grateful to our good friend and your 
president, Dr. Armando Monti, for this 
opportunity to greet you. I can assure 
you that I have not forgotten you and 
the magnificent hospitality you extended 
to me last summer when I was in Buenos 
Aires. 


= 
ig 
4 
d 
i 
| 
§ 


2268 THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 
Membership P. 
embership Page 
PERCENTAGE OF DUES RECEIVED IN CENTRAL OFFICE AS OF 
OCTOBER 31, 1942, AS COMPARED TO 1941 MEMBERSHIP 

0 10 2 3 6 70 8 100% MEMBERS 
ARKANSAS 253 
CALIFORNIA .............- 1,862 
SOUTHERN CALIFORNIA. .. 2100 nev 
CONNECTICUT ............ = 
DISTRICT OF COLUMBIA.... 440 d 
GEORGIA 538 to 
; 4,935 pre 
LOUISIANA ............... 453 
MASSACHUSETTS .......... : 2,206 ing: 
MICHIGAN ............... 2,096 
MINNESOTA .............. = 1,793 
MISSISSIPPI ............... 271 dev 
MONTANA ...............- 225 
52 
NEW HAMPSHIRE ......... 168 
NEW JERSEY .............. ; 2,219 
NEW MEXICO ............. ; 103 
NORTH CAROLINA ........ > 573 
NORTH DAKOTA .......... 184 
OKLAHOMA .............. 510 
501 of 1 
PENNSYLVANIA ........... ; 4,221 Chi 
PHILIPPINE ISLANDS ....... 0 h 
PUERTO RICO ............. 150 Joh: 
RHODE ISLAND ........... 274 Am 
SOUTH CAROLINA ........ 184 cage 
SOUTH DAKOTA .......... ; 179 T 
606 deat 
628 at f 
WASHINGTON ............ 791 offic 
WEST VIRGINIA ........... - 397 
WISCONSIN .............. 1,671 thar 

0 0 20 3 4 650 6 70 8 0 100% ture 

Percentage based on dental population figures supplied by the State Society Secretaries. unsc 

942 percentage. _ 1941 percentage. 


4] 

| 

} 

. 

i 

| 

i 

| 


AssociATION ACTIVITIES 


2269 


NEWS ITEMS 


THE JOURNAL OF ORAL SURGERY 
PRELIMINARY ANNOUNCEMENT 


Tue American Dental Association’s 
newest publication, the long awaited and 
much discussed Journal of Oral Surgery, 
will be launched early in January 1943. 
It is being published in response to a 
demand for a journal devoted exclusively 
to oral surgery and allied subjects. 

The Journal of Oral Surgery will 
present original manuscripts on the sub- 
ject of oral surgery, including pathology, 
oral diagnosis, operative procedures and 
selected surgical, medical and thera- 
peutic subjects. Special departments 
will be devoted to case reports, abstracts, 
book reviews and notices of society meet- 
ings and programs. 

Although the new journal will be 
devoted exclusively to oral surgery, it 
will by no means be exclusively an oral 
surgeons’ publication as it is the intention 
of the editorial board to select and pub- 


lish practical, well-illustrated articles 
that will be beneficial to the general 
practitioner of dentistry as well as to the 
specialist. 

L. Pierce Anthony is editor in chief 
and Carl W. Waldron of Minneapolis, 
Minn., editor of the Journal of Oral 
Surgery. Members of the editorial board 
are: Theodor Blum, James R. Cameron, 
J. Orton Goodsell, V. H. Kazanjian, 
Howard C. Miller and Douglas B. Par- 
ker. 

Starting as a quarterly, the Journal of © 
Oral Surgery will be developed into a 
monthly as rapidly as subject material 
permits. 

The annual subscription price is $5. 

A formal announcement and complete 
details regarding the new journal will be’ 
published in the January 1, 1943 issue of 
THE JOURNAL. 


INSTITUTE OF WAR MEDICINE AND SURGERY 


More than 650 dentists from twenty- 
nine states attended the four-day sessions 
of the Institute of War Medicine and 
Surgery for Dentists sponsored by the 
Chicago Dental Society and held in the 
John B. Murphy Memorial Hall of the 
American College of Surgeons in Chi- 
cago, October 26-29. 

The sessions of the institute were 
designed to “help prepare members of 
the dental profession for the realities of 
war, because those who have known war 
at first hand assure us that the dental 
officer must function in a wider capacity 
than the dentist in civilian life.” 

There were twenty-five assigned lec- 
turers on the regular program, and four 
unscheduled lecturers, including James 


E. Paullin, president elect of the Amer- 
ican Medical Association and president 
of the American College of Physicians, 
and Frank H. Lahey, chairman of the 
Procurement and Assignment Service. 

The program of the institute was 
divided into four sections: (1) topics of 
a background nature to aid dentists in 
understanding the larger issues involved 
in global war; (2) topics of an essen- 
tially military nature; (3) topics of a 
basic medical nature, and (4) topics of 
a strictly dental nature, with direct 
relationship to the réle of modern den- 
tistry in war. 

The Monday lectures devoted to the 
background subjects, such as the geog- 
raphy of the battle areas, weather con- 
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ditions in the zones of combat and the 
cultural patterns of our enemies, were 
given by members of the faculty of 
Northwestern University. Recruitment 
of dental officers and their training in 
both the Army and the Navy were ex- 
plained by Lt. Col. R. F. Olmsted, MC, 
U. S. Army; Capt. J. A. Tartre, DC, 
U. S. Navy; Col. Arnett Matthews, DC, 
U. S. Army; and Com. Fred F. Molt, 
DC, U. S. Navy. 

A feature of the opening day’s sessions 
was a realistic demonstration, including 
sound effects, by three officers and thirty 
men from the Medical Replacement 
Center, Camp Grant, Ill. This demon- 
stration included first aid on the field 
and covered the complete activities of a 
battalion aid station during conflict. It 
also included military customs and cour- 
tesies. 

During the Tuesday sessions, papers 
were presented on tropical medicine, 
traumatic surgery, military sanitation, 
aviation medicine, military psychiatry 
and nutrition in wartime. Harry A. 
Oberhelman, successor to John B. Mur- 
phy on the staff of Mercy Hospital and 
head of the Loyola University School of 
Medicine department of surgery, ex- 
plained that new technics are aiding the 
war surgeon in caring for types of wounds 
never before encountered. He discussed 
in detail the treatment of shock, hemor- 
rhage and burns, and the use of blood 
plasma and of the sulfonamide drugs. 

At the Tuesday evening session, a 
graphic description of the sinking of the 
U.S.S. Yorktown was given by Lt. D. D. 
Jackson, who was a dental officer aboard 
the carrier when it was lost in the battle 
of Midway. 

The Wednesday lectures continued 
the subjects introduced on Tuesday. In 
his discussion of military psychiatry, 
Carel Van der Heide, former professor 
of psychiatry at the University of Rotter- 
dam and now of the Institute for Psycho- 
analysis, Chicago, declared that because 
they are under severe physical strain, 
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men of the armed forces may as fre- 
quently suffer a mental breakdown as a 
result of bad news from home as from 
events on the battlefield. He explained 
that war neurosis is not a clinical entity, 
but a neurosis which, just as a peacetime 
psychoneurosis, has endogenic as well as 
exogenic factors. 

In discussing traumatic surgery, Kurt 
H. Thoma, professor of oral surgery, 
Harvard University, said that “treatment 
of the patient’s general condition is of 
first importance,” adding that reports 
from England show that 60 per cent of 
the deaths in bombed areas result from 
shock. 

The Thursday sessions were given over 
to prosthetic services in war and oral 
surgery in war under the following spe- 
cific subject headings: “The Use of 
Acrylics in the Construction of Splints 
and in Maxillofacial Prosthesis,” by Percy 
C. Lowery, of Detroit, Committee on 
Surgery, National Research Council; 
“Facial Reconstruction,” by Arthur H. 
Bulbulian, Rochester, Minn., the Mayo 
Clinic; “Aviation Splints,” by Glenn E. 
Willhelmy, Kansas City, Mo.; “Local 
Anesthesia Under War Conditions,” by 
John Jacob Posner, New York, N. Y., 
author of the Manual of Local Anes- 
thesia for the U. S. Army; “General 
Anesthesia Under War Conditions,” by 
W. Harry Archer, Pittsburgh, Pa., asso- 
ciate professor of anesthesia, Univer- 
sity of Pittsburgh, and “Traumatic Sur- 
gery of the Jaws: The Treatment of 
Fractures,” by Kurt Thoma, Boston, 
Mass. 

Those who attended the institute were 
presented with certificates of attendance. 

A publication of the proceedings is 
planned, to be made available to all 
members of the dental profession. It is 
the wish of the Chicago Dental Society, 
according to Edward J. Ryan, chairman 
of the Institute of War Medicine and 
Surgery for Dentists, to widen and ex- 
tend the influence of the institute so that 
every dentist in the nation may profit, 
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and it is believed that there is no better 
way to do this than to publish all the 
papers in a single volume. 

At present, the details of publication 
are not complete, nor has the exact cost 
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been determined, but dentists who are 
interested in securing a copy of the pro- 
ceedings should write at once to the 
Chicago Dental Society, 30 North Mich- 
igan Avenue, Chicago, IIl. 


CHICAGO MIDWINTER MEETING 


The seventy-ninth annual Chicago 
Dental Society Midwinter Meeting will 
be held February 22 to 25, at the Palmer 
House in Chicago. 

There was some doubt about holding 
the meeting at the time of the cancella- 
tion of the Boston meeting of the Amer- 
ican Dental Association. The very fact 
that the national meeting had been can- 
celled made it imperative that constituent 
societies meet the need for an interchange 
of dental knowledge and technical de- 
velopments, particularly as they relate to 
the war. The wisdom of this conclusion 
was confirmed by the American Dental 
Association House of Delegates in St. 
Louis last August when it unanimously 
adopted a resolution declaring : 

Inasmuch as the promotion of scientific 
knowledge is an important function of den- 
tal societies, every effort should be made by 
state and/or local societies to continue scien- 
tific meetings so far as possible. 

Dr. Bray, president of the Chicago 
Dental Society, in a letter sent to all 
dentists who had attended previous Mid- 
winter Meetings, explained that “al- 
though we had already gone far ahead 
in shaping the meeting along the lines 
of an enlarged and improved scientific 
program, sale of commercial exhibit 
space declined below previous levels 
owing to war conditions, so that our 
plans were imperiled.” 

The two alternatives presented to the 
organization committee were (1) to 
abandon the plans for improvement of 
the meeting and even to reduce the num- 
ber and diversity of lectures, clinics, 
exhibits, etc., or (2) to secure revenue 
from an entirely new source. 


The overwhelming majority of mem- 
bers of the society insisted that alternative 
2 be determined upon and the source 
be in the nature of a registration fee for 
out-of-town dentists for whom the Chi- 
cago meeting has long been of substantial 
benefit. 

This plan was not entirely acceptable 
because the society has never made a 
registration charge of any kind, and did 
not wish to do so now, since this would 
imply a distinction between the Chicago 
dentist and the out-of-town guest. 

The answer, Dr. Bray stated, was to 
invite the guest to become a member of 
the family by joining the Chicago Dental 
Society as an associate member for an- 
nual dues of $3. In this way, not only is 
the new revenue essential to a meeting 
of traditionally high standards secured, 
but it becomes possible to share other 
benefits, such as a regular subscription 
to the official publication, The Fort- 
nightly Review, a membership card 
and a certificate suitable for framing, 
and use of the facilities of the society 
offices. 

In accordance with the decision, only 
dentists who are members of the Chicago 
Dental Society, regular or associate, will 
qualify for registration at the meeting. 
Therefore, non-Chicago dentists plan- 
ning to attend the meeting are urged 
to apply now for an associate member- 
ship application blank to the Chicago 
Dental Society, 30 North Michigan Ave., 
Chicago. Membership in the American 
Dental Association or a _ recognized 
foreign dental society is the sole quali- 
fication for associate membership in the 
Chicago Dental Society. 
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SUPPORT THE DENTAL SCRAP SALVAGE CAMPAIGN! 


Tue New York committee serving in 
the scrap salvage campaign has joined a 
city-wide group which was formed by 
the First District Dental Society, the 
Second District Dental Society, the New 
York Academy of Dentistry, the Allied 
Dental Council, the Associated Dental 
Laboratories, the New York State Dental 
Technicians Guild, local representatives 
of dental trade and manufacturers’ or- 
ganizations, dental assistants and related 
groups. 

This coordinating committee has 
divided its function into two major 
parts: 1. The accumulation of dental 
scrap materials as listed below. 2. The 
study of methods for the conservation of 
dental apparatus, materials and supplies, 
also the reclaiming of them for further 
service and reuse and the listing of sub- 
stitutes for essential apparatus, materials 
and supplies that cannot be readily ob- 
tained, if at all. 

The committee wishes all dentists, 
technicians, dental assistants and related 
groups to communicate to the chairman 
written descriptions, with diagrams, if 
possible, of all tricks and methods of 
conservation, reclamation and substitu- 
tion of dental apparatus, materials and 
supplies. 

The scrap should be segregated in 
individual containers classified as to type 
of scrap: (1) metals; (2) rubber; (3) 
plastics. Dental laboratory messengers 
will make collections on regular pickup 
and delivery calls. On being brought to 
the individual laboratories, the scrap will 


be transferred to a central depot, which 
will consign it to regular scrap collection 
agencies. 

Those employing technicians privately 
should drop a line to the chairman, who 
will arrange to pick up available scrap. 

In the case of heavy pieces, such as 
steel cabinets, chairs, brackets, motors, 
bench frames, drums and barrels, it is 
best to arrange with the superintendent 
of the building for removal. If this is 
not possible, a line to the chairman will 
be sufficient. 

The materials to be thus segregated 
and accumulated are: 

1. Iron and steel: burs, drills, con- 
tainers, unusable instruments, fixtures, 
supplies, etc. 

2. Other metals: copper, zinc, lead, 
tin, mercury, amalgam, brass, aluminum, 
fusible metals, german silver. 

3. Rubber: vulcanite, rubber dam, 
rubber bands, rubber aprons, old rubber 
treads, rubber tubing, syringe bulbs, 
carpule stoppers, polishing cups, etc. 

4. Acrylics: old dentures, plastic tops, 
vessels, etc. 

5. Waxes: paraffin, beeswax, black 
carding wax, etc. 


SAVE SCRAP—FOR VICTORY ! 


Louts I. ABetson, Chairman. 
New York Sub-Committee on Sal- 
vage, Conservation, Reclamation 
and Substitution 

200 West 59th St., 
New York, N. Y. 
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OATHER A. KELLY, D.D.S. 


1895-1942 

OaTHER ALLEN KELLy died suddenly, 
Friday, September 11, in his office in St. 
Louis, Mo. He was 47 and had been in 
good health since a previous coronary 
attack four years ago. He was born in 
Hazel Dell, Ill., received his academic 
education at the University of Missouri 
and graduated in dentistry at St. Louis 
University. He served as a first lieutenant 
in the Dental'Corps in the last World 
War. He was president of the St. Louis 
Dental Society in 1937, Vice-President of 
the American Dental Association in 1939 
and president of the Missouri State Den- 
tal Association in 1941. At the time of 
his death, he was vice president of the 
American Society of Exodontists and 
Oral Surgeons. He was a Fellow of the 
American College of Dentists and mem- 
ber of Sigma Nu, of Delta Sigma Delta 
and of Omicron Kappa Upsilon. He is 
survived by his wife, Mrs. Beula Kelly, 
three sons, O. A. Kelly, Jr., James and 
Charles, and three sisters. 

Dentistry has suffered no greater loss 
in recent years .than in his passing, and 
our loss is all the more emphasized by the 
dignity with which Dr. Kelly graced his 
chosen specialty. The complete confi- 
dence which his colleagues reposed in 
him bespeaks the respect in which he 
was held. Certainly his greatest char- 
acteristic was his complete moral and 
intellectual honesty. He had no need 
for the little shams and pretenses with 
which most of us try to hide our weak- 
nesses and he stripped them from other 
people with a cheerful audacity, his 
candor always kindly and without malice. 

Above all else, Oather Kelly loved life. 
He reveled in his work and in his asso- 
ciations with his colleagues and with his 
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friends. Thoroughly cognizant of the 
sword which dangled a constant threat 
above his head, and even as the thread 
became frayed, he was undaunted. Where 
smaller souls would have lived in dread 
and grudgingly hoarded their energies, 
Dr. Kelly gave grandly and gloriously of 
himself as if the source were inexhaust- 
ible. No call on his time or energies, 
whether from patient or from friend, 
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OATHER A. KELLY, D.D.S. 
1895-1942 


went unheeded or was brushed aside. His 
love of people and his love of life was 
reflected in the host of us who were 
proud .to call him friend and he left his 
chosen place in life a better place than 
he had found it. 

It was a privilege to have known him, 
for wherever dentists gathered, Dr. Kelly 
was known and loved, and the honor and 
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respect which was his locally was multi- 
plied manifold in the honors bestowed 
on him by his associates from one end of 
the country to the other. Our sympathy 
is with his family, who feel the loss most 
keenly, but we trust that their sorrow 
may be somewhat tempered by the knowl- 
edge that it is shared by so many of us. 

Joun S. Voytes. 


HERBERT ANTHONY POTTS, 
D.D.S., M.D. 


1873-1942 

Hersert AnTHony Ports died at his 
home in Evanston, IIl., Wednesday, 
October 7, and the long and notable 
career of one of dentistry’s most able 
oral surgeons ended. 

Dr. Potts was born in Green County, 
Illinois, February 15, 1873, and it was 
in this community that he received his 
education and training. Soon after his 
graduation from the high school at White 
Hall, Ill., he entered Northwestern Uni- 
versity Dental School, where he received 
the D.D.S. degree in 1895. After prac- 
ticing dentistry in Bloomington, IIl., for 
four years, he returned to Chicago and 
entered Northwestern University Medi- 
cal School. He received the M.D. degree 
in 1901. He then served two years as an 
intern in Mercy Hospital, in Chicago, 
where his determination to become a 
surgeon was strengthened by the influ- 
ence of John B. Murphy. His ability as 
a surgeon soon brought him an appoint- 
ment with the Central Illinois Hospital 
for the Insane. 

Early in his career, he perfected his 
technic for spinal anesthesia, and on his 
return to Chicago after several years’ 
study in the hospitals of Vienna and 
Bonn, he introduced the Guido Fischer 
technic and equipment for mandibular 
anesthesia with procaine. 

In 1908, Dr. Potts began teaching in 
Northwestern University Dental School, 
in the departments of pathology and oral 
surgery. Here, he was closely associated 


with Thomas L. Gilmer. His ability as 
a surgeon and his broad knowledge of 
pathology and of anesthesia were quickly 
recognized by Dr. Gilmer, and their 
many years of service together were 
mutually beneficial. Dr. Potts was made 
professor of oral surgery in 1920 and 
was retired as emeritus professor in 1939. 

During the World War, Dr. Potts was 
a major in the Medical Corps, serving 
with distinction in France as a consultant 
in a group of several hospitals, giving 
special attention to maxillofacial surgery. 
Upon his return from France, he organ- 
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HERBERT ANTHONY POTTS, 
D.D.S., M.D. 


1873-1942 


ized the oral surgery department of Cook 
County Hospital, where he served as 
chief oral surgeon for fourteen years. 
Also, for many years, he served as oral 
surgeon on the staff of St. Luke’s Hos- 
pital, in Chicago. 

Modesty was an outstanding char- 
acteristic of Dr. Potts. During the many 
years of close friendship that I was priv- 
ileged to enjoy with him, I never heard 
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him draw attention to his knowledge, 
skill or ability. He did not need to do 
that to impress his professional con- 
fréres or his patients. His quiet, gentle, 
yet firm manner, the confidence with 
which he went about the task at hand, 
the look in his eye, were sufficient to 
carry conviction that he knew exactly 
what to do and how to do it. 

Dr. Potts’ broad experience and con- 
tinuous study brought to him knowledge 
far outside his special field. This fact 
was recognized by his friends in both 
the medical and the dental profes- 
sion and they made frequent use of 
their opportunities to seek that ad- 
vice which he always gave generously 
and freely. 

Dr. Potts was a great lover of nature. 
The out-of-doors was his realm. He was 
not one to become eloquent about the 
world and its wonders ; rather, he looked 
and breathed and drank it in with the 
quiet enjoyment that was characteristic 
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of him. His chief sport, and one in which 
he took great delight, was hunting— 
ducks, geese or pheasants. And yet it was 
difficult to know in which he took the 
greater delight, in hunting or in serving 
the game to his friends at a quiet family 
dinner. 

Dr. Potts was a great oral surgeon and 
educator; but he was more than that: 
he was a man—kindly, sweet, patient, 
gentle, firm—the kind of man it is a 
privilege to have known and loved. His 
quiet strength marked him a character 
worthy of emulation. 

Dr. Potts was a member of many 
professional and scientific. societies, in- 
cluding the American Medical Associa- 
tion, the American Dental Association, 
the American College of Surgeons and 
the Institute of Medicine, Chicago. 

His widow, Anne Schriel Potts, and 
two children, William and Suzanne, sur- 
vive. 

Rosert E. BLACKWELL. 


DEATHS 


ANGLE, Frep C., Belvidere, Ill.; Chicago Col- 
lege of Dental Surgery, 1898; died Octo- 
ber 5; aged 71. 

Barciay, James A., Macomb, IIl.; Chicago 
College of Dental Surgery, 1908; died 
September 24; aged 61. 


Bearp, Tuomas, San Antonio, 
Texas; Atlanta Dental College, 1908; died 
September 14; aged 57. 


Breum, A. O., Bloomington, IIl.; Chicago 
College of Dental Surgery, 1918; died 
August 1; aged 56. 

Bryant, Etwyn R., New Haven, Conn.; 
Philadelphia Dental College, 1902; died 
October 2; aged 66. 

Cuase, Hersert H., La Crosse, Wis.; North- 
western University Dental School, 1896; 
died September 5; aged 68. 

Criarx, C, Howarp, Pitman, N. J.; Penn- 
sylvania College of Dental Surgery, 1903; 
died May 8. 


CraicHEaD, Donatp C., Philadelphia, Pa.; 
Temple University Dental School, 1903; 
died recently. 


CrumsBaucH, VERNON B., Akron, Ohio; Ohio 
College of Dental Surgery, 1899; died Au- 
gust 22; aged 69. 

CunnincHAM, GeorceE W., LeMars, Iowa; 
Chicago College of Dental Surgery, 1898; 
died August 6; aged 71. 

Dennis, THEoporE L., St. Petersburg, Fla.; 
formerly of Chicago, Ill.; Chicago College 
of Dental Surgery, 1922; died October 6. 

Devereaux, CuHartes C., Janesville, Wis.; 
Chicago College of Dental Surgery, 1896; 
died June 14; aged 74. 

Dortanp, Anson B., Grand Rapids, Mich.; 
Philadelphia Dental College, 1894; died 
August 10; aged 72. 

Duncan, Atvin Lee, Seattle, Wash.; State 
University of Iowa College of Dentistry, 
1904; died July 18; aged 61. 
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Anodontia of the Deciduous 
Dentition 

By E. L. Mrrer,* M.D., Jena, La. 

My work requires the examination of 
children, and I have made in excess of 
10,000 such examinations. Having had 
one year in dentistry as a prelude to the 
study of medicine, I have an unusual 
interest in dentition. Of the unusual con- 
ditions that I have found, the outstand- 
ing case is that of a colored child at 
Jonesville, La. It has required several 
months for me to verify the birth date 
of this child, but I have finally done so. 
She was born January 1, 1934. I ex- 
amined her early in February 1942. At 
that time, all of the deciduous teeth were 
absent and had been replaced by normal 
permanent teeth. In addition, she had 
the first permanent molars and all second 
permanent molars, twenty-eight perfect, 
normal teeth. And she was but a few 
weeks over 8 years of age. 

This may not be unusual in the an- 
nals of dental history, yet to me it is odd 
enough to justify this report. 


A Migrating Impacted Tooth 
By Srtanitey Carrick, D.DS., 
Asbury, N. J. 

A cirt, aged 16, complained of severe 
pains in the bicuspid area of the lower left 
side of the mandible. 

Clinically, examination disclosed no de- 
formity. The mucosa was normal. All of 
the teeth in the left mandible were absent, 
from the lower left cuspid to the second 
molar inclusive. 

A roentgenogram (Fig. 1) disclosed bi- 
cuspid tooth lying horizontally in the body 
of the mandible with the crown facing dis- 
tally and encased in a cystic sack. A small 


*Director of the Catahoula-LaSalle Bi+Parish 
Health Unit. 
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portion of the apex appeared to be incom- 
plete. 

The patient was referred to me for re- 
moval of the impacted tooth, but the pain 


Fig. 1.—Migrating impacted tooth (Sep- 
tember 1939). (X-ray examination by E. B. 
Stillwell.) 


Fig. 2.—Tooth shown in Figure 1 (Sep- 
tember 1941). (X-ray examination by R. E. 
Rankin.) 


subsided and nothing further was done con- 
cerning its removal. 

In September 1941, a slight discomfort 
caused the patient to consult her dentist. 


Clinically, no objective symptoms were noted’ 


except that the second molar was at a 45° 
angle lingually. 
A roentgenogram disclosed the fact that 
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INCIDENTS OF PRACTICE 


the impacted tooth had migrated more than 
its entire length through the body of the 
mandible. It is to be noted that the passage 
was distally and the tooth appeared to be 
passing the second molar buccally. 

The patient was referred to me for the 
removal of this tooth, and the usual technic 
of exposing the area with a flap and remov- 
ing osseous tissue, exposing crown and cyst, 
was employed. (Fig. 3.) Upon removal of 
the tooth, it was noted that a large por- 
tion of the molar roots on the buccal plane 
had been resorbed through pressure. This 
tooth was also removed. Recovery was 
uneventful. 


COMMENT 


It is not the purpose here to describe 
the position of the tooth or the technic 
employed in its removal, as neither is 
unusual in the practice of an exodontist. 
Rather, I wish to record the puzzling 


Fig. 3.—Reproduction of model showing 
migrating impacted tooth ready to be ele- 
vated from body of mandible, and showing 
angle of molar lingually. 


movement of this tooth and to speculate 
upon the force that had not only driven 
this tooth distally along the body of 
the mandible, but also still had pressure 
sufficient to force the second molar so 
that it was at a 45° angle lingually. 

It is noted that an overwhelming ma- 
jority of impacted teeth move in an 
anterior direction. For example, teeth 
impacted in the palate or the mandible 
have crowns facing mesially, while this 
particular tooth not only moved its entire 
length, but in a distal direction. 

An exhaustive search of dental litera- 
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ture failed to throw any light upon this 
phenomenon. 

Any comments or description of smiilar 
cases encountered by the profession would 
be appreciated. 

Asbury Park Trust Building. 


Supernumerary Tooth 
By Martin T. Stecet, D.D.S., Poughkeepsie, 
N. Y. 


A child aged 6 years who had a super- 
numerary tooth between the maxillary first 
incisors was found, on x-ray examination, to 
have both right and left maxillary permanent 
second incisors. Extraction of the super- 
numerary tooth was indicated because of the 


Supernumerary tooth between first incisors. 


presence of the normal permanent teeth and 
because the child was so young that it was 
believed that a normal closure of space 
would take place. 

27 Cannon Street. 


Replacement of Broken Bridge 
Pontic 

By Georce L. Reicuenstein, D.D.S., New 

York, N. Y. 

Every dental practitioner is familiar 
with the distress that arises in the case 
of replacement of a broken tube tooth, 
especially on a fixed bridge. Rarely, in 
spite of the best efforts by the indirect 
or even direct method of grinding a 
porcelain tube tooth to fit, can poor mar- 
gins be avoided. 

Faulty results are even more to be ex- 
pected if the manufacturer of the broken 


| 


tooth cannot be determined or if it is of 
foreign make, so that it is impossible to 
procure supplies from a standard stock. 

The ever-increasing use of acrylics gave 
birth to the idea of handling this kind 
of emergency as one would a direct inlay. 
A wax pattern is easily made after the 
removal of porcelain chips and cement 
remnants, and an inlay is made in acrylic. 
The correct shade is selected and the wax 
pattern flasked, cured, polished and 
cemented as an acrylic inlay. 

730 Fifth Avenue. 


An Inverted Third Molar 
By J. A. Wetts, D.D.S., Shawnee, Okla. 
Herewith is a roentgenogram of an in- 
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verted mandibular third molar. The 
patient was being treated’ for neuritis, 


Inverted third molar. 


but the symptoms were definitely those 
of neuralgia. The x-ray evidence indi- 
cated that the tooth was causing pres- 
sure. When the tooth was removed, the 
condition cleared up St once. 


QUESTIONS AND ANSWERS 


The answers here published have been prepared by authorities, but do not 
represent the opinion of the American Dental Association as an organ- 
ization or of any other official bodies unless specifically stated in the reply. 


THUMB-SUCKING 
To the Editor: What are the most effective 
methods for preventing a 3-year old child 
from sucking his thumb? Thank you for a 
prompt reply. 
R. I. D., Boston, Mass. 


ANSWER 


The following measures are suggested : 

1. A good sound spanking. Nothing 
has so lasting effect on a young child as 
pain. It has been stated by an authority 
that if an infant a few days old who 
sucked his thumb had his thumb pricked 
with a needle, he would discontinue the 
habit immediately. When coaxing, bribes 
and threats fail, a genuine spanking, to- 
gether with a firm attitude of the parents, 
will usually get results. 

2. There are a number of suitable 
liquid preparations with an unpleasant 
taste which may be applied to the thumb. 
These are effective in many cases. 

3. A number of mechanical devices 
made to be worn by the patient will pre- 
vent the placing of the thumb in the 


mouth. The simplest of these is a long 
cuff, made of pasteboard or other mate- 
rial, which will enclose the elbow and 
enough of the arm to prevent the placing 
of the thumb in the mouth. Such an 
article would be worn principally at 
night. 

4. If none of the plans mentioned 
above seem desirable or if they do get 
results, the following procedure may be 
followed to make an appliance to be 
placed in the mouth: Make and fit seam- 
less gold crowns for the upper deciduous 
cuspids, take an impression and pour in 
investment. Solder a wire (0.040) to the 
lingual surface of one crown and have it 
extend across the palate and fit into a 
tube soldered to the lingual surface of 
the other crown. This, when cemented 
in place, will prevent any satisfaction 
from attempts at sucking the thumb. In 
some cases, it is advisable to solder a few 
short wire spurs to the cross wire and 
tube for additional inconvenience to the 
patient. 

C.R.B. 
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*Relative Alveoloclastic Experience of the 
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—373. 

*Comparative Infectivity for Guinea-Pigs of 
Fusospirochetal Exudates from Different 
Diseases. Genevieve Foley and Theodor 
Rosebury.— 375. 

*Effect of Drying on Bacterial Counts of 
Oral Mucous Membranes. Carl August 
Schlack, Charles Davidson Hemphill 
and Donald R. Taylor.— 379. 

*Potential Acidity and Impermeability of 
Spontaneously Precipitated Salivary Mu- 
cin. J. T. Gore.—383. 

*Masticatory Stresses and Their Relation to 
Dental Caries. Meyer Klatsky.—387. 
*Réle of the Dental Papilla in Early Tooth 
Formation. Part I. Roentgenographic 
Study. Harry H. Shapiro, William Lef- 
kowitz and Charles F. Bodecker.—391. 

*Tooth Eruption: Axial Movement of Teeth 
with Limited Growth. Harry Sicher.— 


395- 

The Epithelial Sheath: Histogenesis and 
Function. Moses Diamond and Edmund 
Applebaum.—403. 

*Dental Studies of Triplets. II. Arch Form 
and Pattern. J. T. Cohen, C. P. Oliver 
and S. Bernick.— 413. 

International Association for Dental Re- 
search. Scientific Proceedings of the 
New York Section, May 18, 1942. Com- 
piled by Frances Krasnow, section edi- 
tor.— 421. 


Relative Alveoloclastic Experience of the 
Various Teeth 
RoENTGENOGRAMS of 500 patients selected 
at random from the periodontia clinic were 
employed for the study. Each erupted tooth 
was given an alveoloclasia number ranging 


*Titles marked with an asterisk are ab- 
stracted herewith. 
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from o to 5, depending on the relative 
amount of bone loss evidenced. Males ap- 
peared to show a greater susceptibility to 
alveoloclasia. The various teeth were com- 
pared by forming three broad categories of 
relative susceptibility to alveoloclasia. The 
group having greatest resistance to this con- 
dition was found to include the maxillary 
and mandibular canines and first and second 
premolars and the mandibular third molars. 
The group of moderately susceptible con- 
tained the mandibular first and second 
molars. The category of greatest suscep- 
tibility contained the mandibular and max- 
illary first and second incisors as well as the 
maxillary first, second and third molars. The 
mean combined alveoloclasia indices of the 
teeth in each of the three categories were 
plotted against age. Since the three groups 
follow separate paths throughout the age 
ranges studied (10 to 70 years), it may be 
inferred that the relative susceptibility of 
the various individual teeth is similarly dif- 
ferent throughout life. 


Incidence of B. Fusiformis and Spiro- 
chetes in the Edentulous Mouth 
Contrary to accepted statements, oral 

spirochetes and fusiform bacilli are found 
on the mucosa of edentulous patients. Ex- 
amination of 200 healthy adults revealed 
small numbers of these organisms on the 
normal mucosa, although none were found 
on dentures or in traumatic areas under 
dentures. There is a marked decrease in the 
number of all types of organisms. 


Comparative Infectivity for Guinea-Pigs 
of Fusospirochetal Exudates from 
Different Diseases 
SusPENsIONS of gingival scrapings from 

sixty-four of 105 clinic patients were injected 

subcutaneously into the groins of guinea- 
pigs after dark-field examination for fuso- 
spirochetal flora. These included patients 
with acute Vincent’s infection, periodontosis, 
marginal gingivitis and third molar flap in- 
fections. Positive responses in the animals 
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were indicated by development, usually 
within ten days, of a necrotic abscess or 
cellulitis, with aspirable foul exudate con- 
taining the fusospirochetal flora. Such re- 
sponses, without gross differences that could 
be correlated with the source of infection, 
were obtained in forty instances (63 per 
cent) and with the suspensions from all 
four oral diseases. No significant differences 
were found in the frequency of infectivity 
of suspensions from the four diseases. Simi- 
lar results were obtained with pus taken by 
bronchoscope in cases of lung abscess and 
with suspensions of gingival scrapings from 
the mouths of these patients, all of whom 
had gingival or periodontal disease. These 
results indicate that fusospirochetal exudates 
from different human sources, irrespective 
of the clinical differences in the source dis- 
ease, are all approximately equally patho- 
genic for guinea-pigs by the method of 
inoculation employed. 


Effect of Drying on Bacteriai Counts of 

Oral Mucous Membranes 

Orat areas chosen for this study were (1) 
the mucosa above the gingival portion of the 
external alveolar plate between the maxillary 
canines (fifty patients) and (2) the mucosa 
at the site of injection for the mandibular 
nerve near the mandibular foramen (twenty 
patients). The air blast only was used for 
drying these membranes. 

Colony counts from the wet maxillary 
areas ranged between 4,288 and 105, with 
80 per cent approximating the 4,288 count 
and 20 per cent approximating the 105 
count. In dried areas, the counts ranged be- 
tween 1,152 and 0, with 20 per cent ap- 
proximating the 1,152 count and 80 per 
cent falling between 400 and o. The aver- 
age wet count was‘2,599, the dry, 339. 

Mandibular colony counts dried ranged 
between 23 and 2,304, with an average of 
811. Wet, they ranged between 640 and 
5,568, with an average of 2,357. 


Potential Acidity and Impermeability of 
Spontaneously Precipitated Salivary 
Mucin 
Eguat portions of a 50-cc. specimen of 

the author’s partially stimulated saliva, to 

which bromcresol purple was added, were 


placed in two conical centrifuge tubes and 
incubated for twenty-four hours. Thymol 
crystals, which have no effect on amylolytic 
enzymes, were fused to the sides of one of 
the tubes to prevent fermentation. 

The mucin was spontaneously precipi- 
tated in both tubes in about two hours. The 
supernatant liquid in both tubes and the 
precipitate in the thymol-treated saliva re- 
mained purple throughout the experiment. 
The precipitate in the untreated saliva- 
bromcresol purple solution gradually turned 
yellow, reaching its maximum color depth in 
about eight hours after being placed in the 
incubator, indicating a pH of approximately 
5.4, the yellow persisting for about sixteen 
hours. The pH of the supernatant liquid 
remained near the neutral point. Separa- 
tion of the incubated supernatant liquid and 
precipitate was only partially successful, but 
tests with the glass electrode showed the 
supernatant liquid to be pH 7.02 and the 
precipitate pH 6.42, the fresh whole saliva 
having a pH of 7.20. 


Masticatory Stresses and Their Relation 

to Dental Caries 

MasticaTory stresses of 100 males and 
100 females were measured by means of the 
gnathodynamometer. In the male group, 
the highest masticatory pressure recorded 
was 210 pounds, and the lowest 55 pounds. 
Average for the 100 males was 112.86 
pounds on the left side and 119.58 on the 
right. For females, the highest was 165 
pounds and the lowest 25 pounds, an aver- 
age of 83.91 pounds on the left and 85.75 
on the right side. Each individual studied 
was also examined for caries. The caries 
index ranged from 0 to 50 in the male group 
(average 18.96); in the female, 0 to 51 
(average 23.82). A comparison of the male 
and female records shows that the biting 
stress of the average male is much greater 
than that of the average female, and the 
caries index of the average male was much 
lower than that of the female group. A 
similar inverse ratio between the amount of 
biting stress and the dental caries index 
seems to exist also when comparisons are 
made within the sex groups. This leads to 
the conclusion that the state of development 
of the masticatory apparatus is a determin- 
ing factor in the incidence of dental caries. 
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CurrRENT LITERATURE 


The Role of the Dental Papilla in Early 
Tooth Formation: Part I. Roentgeno- 
graphic Study 
In order to study the influence of the de- 

veloping dental papilla upon the differenti- 
ation of the other tooth components, the 
intact papilla in the teeth of young cats was 
removed through the apical region. The re- 
maining portions of the developing tooth 
and its surroundings were observed for vary- 
ing lengths of time by means of roentgeno- 
grams. Under ether anesthesia, an incision 
was made on one side through the soft tis- 
sues overlying the border of the mandible 
and a window cut through the cortical bone 
with a surgical bur. The intact dental 
papilla, including the odontoblastic layer, 
was removed from the canine tooth on one 
side, and the wound sutured. The mandib- 
ular canine of the opposite side served as 
the control in each case. Roentgenographic 
examination of two animals offers some evi- 
dence that absence of the dental papilla 
results in alteration of the eruption of the 
tooth, changes in calcification, and forma- 
tion of new bone. A further report on the 
histologic findings in these and additional 
animals is in progress. 


Tooth Eruption: Axial Movement of 

Teeth with Limited Growth 

Ir could be shown that root growth and 
bone growth are the two factors in the axial 
movement of erupting human teeth. More 
specifically, it is the growth of the pulp in 
a restricted proliferation zone at the apical 
end of the tooth above the inflected epi- 
thelial sheath and the proliferation of the 
osteogenic tissue preceding bone apposition 
that combine to supply the “force” of erup- 
tion. 

The root ends of single-rooted teeth rest 
upon cushioned hammock ligaments an- 
chored in bone and periodontal membrane. 
This consists of a network of strong fibers 
and large amounts of fluid contained in 
round spaces between the fibers. It supports 
the growing root end and directs its growth, 
which becomes the one component of axial 
movement. It acts at the same time as an 
equalizer for the “pressure” exerted by the 
growing bone at the alveolar fundus. The 
bone grows by the formation of concentric 
bone trabeculae. The formation of a new 
trabecula is initiated by irregular prolifera- 
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tion of short bony sprouts from the surface 
of the old bone trabecula. The cushioned 
hammock ligament correlates root (pulpal) 
growth and bone (osteogenic tissue) growth 
in one coordinated “force” of eruption. 

The amount of bone formed behind the 
moving tooth is different in different teeth 
and is proportional to the distance a tooth 
travels during Weinmann’s second phase of 
eruption. 

After establishment of the bifurcation and 
during the later development of the roots, 
in multirooted teeth, bone grows only at the 
crest of the interradicular septum. Thus, 
the tooth is lifted upward in its alveolus, 
and the root grows simultaneously into the 
periapical area. In such teeth, not one of 
the complicated structures that correlate 
bone and root growth in single-rooted teeth 
can be seen. 

After the root is fully developed, bone 
apposition at the alveolar fundus is the 
“force” of eruption. 


Dental Studies of Triplets. II. Arch 

Form and Pattern 

Tracincs to show the patterns of the den- 
tal arches were drawn for the members of 
nine sets of triplets and three sets of non- 
related persons. Five of the triplet sets had 
each one pair of identical twins, and only 
two of the five pairs of identical twins 
showed identical patterns. The arches of the 
identical pairs in the other three sets were 
relatively similar in general shape and size, 
but they varied in pattern. However, for the 
most part, they had arch patterns that were 
more alike than the patterns of the fraternal 
twins and non-related persons. Regarding 
the extrinsic factors in the development of 
temporary or permanent differences be- 
tween the arches of twins it is concluded 
that, of the two methods of study, the use 
of arch patterns will be more reliable in the 
determination of monovular origin. 


Relationship of Blood Plasma Vitamin C 
Level to Gingival and Periodontal 
Disease 
By D. Y. Burritt 
hundred ninety-six patients 

were examined over a period of two years 

for periodontal and gingival conditions. The 
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blood plasma vitamin C level of each pa- 
tient was determined by the micromethod of 
Farmer and Abt on the same day that the 
oral examinations were made. The vitamin 
C levels ranged from 0.04 to 2.16 mg. per 
hundred cubic centimeters. It was noted 
that the blood levels tended to be lower in 
cases of gingivitis. The seasonal variation in 
vitamin C plasma content and the incidence 
of gingivitis were such that no casual rela- 
tionship between low vitamin C and the 
presence of gingivitis was apparent. The 
cases with periodontal disease also tended to 
show lower vitamin C levels than those free 
from the disease. The differences between 
the groups were very small and were prob- 
ably not significant. It was suggested that 
since a person who neglects his mouth is very 
likely to neglect his diet, gingivitis and perio- 
dontal disease may arise from the same 
neglect that allows the vitamin C level to 
become low.—J. D. Res., 21:353, August 
1942. 
AMMONS. 


Diagnosis and Pathology of Anachoretic 
Pulpitis, Dental Granulomas and 
Cystic Lesions 
By Hamitton B. G. Rosinson 
Ora pathology is the keystone of dental 

practice and should be available and applied 

in daily practice. The value of thorough 
understanding of oral pathology can be ex- 

emplified by considering the diagnosis of a 

few lesions. Anachoretic pulpitis has been 

produced experimentally and probably ex- 
plains the occurrence of pulpitis in some 
teeth following operative procedures. Its 
diagnosis is made by careful evaluation of 
the case history. Dental granulomas produce 
fairly typical roentgenographic shadows, 
which are due to their structure. They are 
potentially dental root cysts and their differ- 
entiation from cysts is often impossible by 
roentgenographic evidence alone. Cysts of 
the tooth-bearing bone may be conveniently 
classed as dentoperiosteal (dental root and 
paradental), dentigerous and follicular. 
They are differentiated on the bases of their 
clinical roentgeographic and histologic ap- 
pearance. Other lesions, such as the amelo- 
blastoma and generalized osteitis fibrosa, may 
resemble the cysts roentgenographically and 
clinically. The utilization of all diagnostic 


aids is essential to the intelligent practice of 
dentistry.—Illinois D. J., 11:431, October 


1942. 
Hamixton B. G. Rosinson. 


Cutaneous Fistulas of Dental Origin 
By R. C. Wenpe and H. A. Sotomon 


Cutaneous fistulas associated with the 
teeth represent draining alveolar abscesses. 
This type of abscess is usually associated with 
non-vital teeth, retained roots and “residual 
infection” following extraction of diseased 
teeth. Recent reports are cited which indi- 
cate that such a fistula may be mistaken for 
an epidermoid carcinoma. Both intra-oral 
and extra-oral roentgenograms are of value 
in making the diagnosis, although the former 
show more detail of the teeth and associated 
structures than the latter. Injection of 
radiopaque solutions and explanatory intro- 
duction of probes into suspicious lesions are 
also valuable diagnostic aids. Resort to 
biopsy, except in questionable cases, is unnec- 
essary. Treatment of such a lesion should 
consist of extraction of the offending tooth 
and curettement of the alveolus and contig- 
uous infected granulation tissue and the 
abscess. A series of eleven cases are de- 
scribed in some detail—Arch. Derm. & 
Syph., 46:665, November 1942. 

J. E. Gmpa. 


Ulceromembranous Stomatitis: Three 
Atypical Cases 


Or ninety cases of ulceromembranous 
stomatitis, eighty-seven were classified on 
clinical and bacteriologic grounds as Vin- 
cent’s infection, but three differed materially 
from the others. In all three, toxemia and 
prostration were severe, a purulent conjuncti- 
vitis was present and fetor oris was absent. 
None responded to sulfanilamide therapy, but 
all improved with blood transfusion. In two 
cases, hemolytic streptococci were isolated 
from the mouth lesions, but this is not sug- 
gested as the sole bacterial cause. ‘i hese 
cases also showed marked skin eruptions. In 
the third case, a non-hemolytic streptococcus 
was isolated and skin reactions did not ap- 
pear. It is suggested that a neurotropic virus 
might be an additional causative agent.—Brit. 
Med. J., 2:273, September 5, 1942. 

B. G. Brssy. 
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ANNOUNCEMENTS 


ANNOUNCEMENTS must be received by the fifth day of the month 
in order to be published in the forthcoming issue of THE JOURNAL. 


CALENDAR OF MEETINGS 

AMERICAN ACADEMY FOR PLastics RESEARCH 
In Dentistry, Chicago, Ill., February 21, 
1943. 

AMERICAN ASSOCIATION FOR THE ADVANCE- 
MENT OF ScIENCE (DENTAL SuBSECTION), 
New York, December 28. 

AMERICAN ASSOCIATION OF ORTHODONTISTS, 
Chicago, May 3-6, 1943. 

Cuicaco Dentat Society, February 22-25, 
1943. 

Datitas County: (Texas) Dentat Society 
Mipwinter Curnic, Dallas, January 25-27, 
1943. 

Dentat Protective Association, Chicago, 
Ill., December 21. 

District oF Dentat Society, sec- 
ond and fourth Tuesdays in each month, 
from October to June at the United States 
Public Health Service Auditorium, Wash- 
ington. 

GreaTER New York Dentat Meetinc, New 
York, December 7-11. 

Nationa Boarp oF Dentat Examiners, Jan- 
uary 25-26, 1943. 

Pan AMERICAN ODONTOLOGICAL ASSOCIATION, 
New York, December 9. 

GREATER PHILADELPHIA ANNUAL MEETING, 
February 3-5, 1943. 

Women’s Dentat Society or New York, 
New York City, December 16. 


STATE SOCIETIES 
February 
Minnesota, at St. Paul (17-19) 
May 
Tennessee, at Nashville (10-13) 


STATE BOARDS OF DENTAL 
EXAMINERS 


Alabama, at Birmingham, March 15, 1943. 
W. A. Wood, Merchants National Bank 
Bldg., Mobile, Secretary. 

California, at San Francisco, February 15 
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and April 19, and at Los Angeles, March 22. 
Kenneth I. Nesbitt, 515 Van Ness Ave., San 
Francisco, Secretary. 

Florida, at Jacksonville, March 15-18, 
1943. H. B. Pattishall, 351 St. James Bldg., 
Jacksonville, Secretary. 

Indiana, at Indianapolis, December 14-19. 
D. Gordon Lamb, 819 Chamber of Com- 
merce Bldg., Indianapolis, Secretary. 

Kentucky, at Louisville, March 9-12, 1943. 
W. F. Walz, 1114 First National Bank Bldg., 
Lexington, Acting Secretary. 

Minnesota, at Minneapolis, December 14- 
19. G. R. Metcalf, Barnesville, Secretary. 

New Jersey, April 4-9. Walter A. Wilson, 
150 E. State St., Trenton, Secretary. 

North Carolina, at Raleigh, April 5, 1943. 
Wilbert Jackson, Rich Building, Clinton, 
Secretary. 

Pennsylvania, at Pittsburgh and Philadel- 
phia, February 16-20, 1943. ‘Reuben E. V. 
Miller, 61 N. Third St., Easton, Secretary. 

Texas, at Dallas, December 7-10. Carl C. 
Hardin, 520 Littlefield Bldg., Austin, Secre- 
tary. 

Virginia, at Richmond, March go. John 
M. Hughes, 715 Medical Arts Bldg., Rich- 
mond, Secretary. 

Wisconsin, at Milwaukee, February 8-12, 
1943. S. F. Donovan, Tomah, Secretary. 


AMERICAN ACADEMY FOR PLASTICS 
RESEARCH IN DENTISTRY 


Tue meeting of the American Academy 
for Plastics Research in Dentistry will be 
held in the Palmer House, Chicago, February 
21, 1943. Application for admission to the 
scientific session should be made to the sec- 
retary. 

LaMar W. Harris, Secretary, 
25 E. Washington St., 
Chicago, Ill. 
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AMERICAN ASSOCIATION FOR THE 
ADVANCEMENT OF SCIENCE 
Tue Dental Subsection of the American 
Association for the Advancement of Science 
will meet in New York December 28. The 
committee in charge of the meeting is com- 
posed of Arthur H. Merritt, William J. Gies 
and Paul C. Kitchin. There will be a sym- 
posium on “Dental Aspects of the Focal 
Infection Theory.” Dentists and physicians 
are welcome. 
Paut C. Krrcun, Secretary, 
College of Dentistry, 
Ohio State University, 
Columbus. 


AMERICAN ASSOCIATION OF 
ORTHODONTISTS 

THE next meeting of the American Asso- 
ciation of Orthodontists will be held at the 
Edgewater Beach Hotel, Chicago, May 3-6, 
1943. 

Max E. Ernst, Secretary, 
St. Paul, Minn. 


CHICAGO DENTAL SOCIETY 
MIDWINTER MEETING 
Tue 1943 Midwinter Meeting of the Chi- 
cago Dental Society will be held at the 
Palmer House, February 22-25. 
Harop W. Oppice, Secretary, 


DALLAS COUNTY DENTAL SOCIETY 
MIDWINTER CLINIC 
Tue sixteenth annual midwinter dental 
clinic sponsored by the Dallas County 
(Texas) Dental Society will be held at the 
Hotel Adolphus, Dallas, January 25-27, 1943. 
Three nationally known clinicians - will be 
presented in a three-day study course. The 
fee of $15 includes the banquet and table 
clinics, January 26. Members of the Ameri- 
can Dental Association are invited. 
Puetps J. Murpuey, Chairman, 
Publicity Committee, 
Fairmount at Welborn, 
Dallas. 


DENTAL PROTECTIVE ASSOCIATION 

Tue annual meeting of the Dental Protec- 
tive Association of the United States will be 
held at the Palmer House, Chicago, Decem- 
ber 21 at 5 p.m. The report of the officers 
will be given. A board of directors will be 
elected, and such other business will be 
transacted as should come before the asso- 


ciation. All members are urged to be pres- 
ent. 
By order of the Board of Directors. 
E. W. Exuiort, Secretary. 


GREATER NEW YORK DENTAL 
MEETING 
Tue next Greater New York Dental Meet- 
ing will be held in the Hotel Pennsylvania, 
New York, December 7-11. 
Wa ter A. Quinn, Chairman, 
Press and Publication. 


NATIONAL BOARD OF DENTAL 
EXAMINERS 
Tue National Board of Dental Examiners 
will hold its next session for the examination 
of candidates in Parts 1 and 2, January 25- 
26, 1943, in schools where there are five or 
more candidates. For further information 
and application blanks, address 
Gorvon L. Secretary, 
514 Delaware St., 
Hiawatha, Kan. 


PAN AMERICAN ODONTOLOGICAL 
ASSOCIATION 
THE next annual dinner meeting of the 
Pan American Odontological Association will 
be held in the Hotel Pennsylvania, New 
York, December 9, at 6 o’clock. 
Howarp Bropsky, 
Executive Secretary, 
14 E. 81st St., 
New York. 


GREATER PHILADELPHIA ANNUAL 
MEETING 
Tue Greater Philadelphia Annual Meeting 
will be held February 3-5, 1943, at the Ben- 
jamin Franklin Hotel. 
AsraM Couen, Chairman, 
Publicity Committee, 
269 S. 19th St., 
Philadelphia. 


WOMEN’S DENTAL SOCIETY OF 
NEW YORK 
Tue Women’s Dental Society of New 
York will hold its midwinter election meet- 
ing at the Pennsylvania Hotel, December 
16 at 8 p.m. Matters of great importance 
will be discussed and a large attendance is 
urged. Refreshments will be served. 
GeorcetteE J. Haicu, President, 
133 W. 72nd St., 
New York. 
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MINNESOTA STATE DENTAL 
ASSOCIATION 
Tue sixtieth annual meeting of the Min- 
nesota State Dental Association will be held 
in the Municipal Auditorium, Minneapolis, 
February 17-19, 1943. 
L. M. CrutTenven, Secretary, 
498 Lowry Bldg., 
St. Paul. 


TENNESSEE STATE DENTAL 
ASSOCIATION 
Tue officers of the Tennessee State Dental 
Association will hold its annual meeting in 
Nashville, May 10-13, 1943, at Hotel An- 
drew Jackson. 
E. Jerr Justis, Secretary, 
1504 Exchange Bldg., 
Memphis. 


BOARD OF DENTAL EXAMINERS OF 
ALABAMA 
Tue Board of Dental Examiners of Ala- 
bama will conduct its next annual dental ex- 
amination beginning March 15, 1943, in 
Birmingham. All credentials must be filed 
with the secretary at least two weeks in ad- 
. vagge of the examination. Address all cor- 
respondence to 
W. A. Woon, Secretary, 
Merchants National Bank Bldg., 
Mobile. 


BOARD OF DENTAL EXAMINERS OF 
CALIFORNIA 

THE next examinations to be conducted 
by the Board of Dental Examiners of Cali- 
fornia for a license to practice dentistry and 
for a license to practice dental hygiene in 
California will be held in San Francisco, 
commencing on February 15, 1943; in Los 
Angeles, commencing on March 22, 1943, 
and again in San Francisco commencing on 
April 19, 1943. All credentials must be in 
the office of the Secretary, Room 203, 515 
Van Ness Avenue, San Francisco, at least 
twenty days prior to the date of the exam- 
inations. Address all communications to 
Kenneth I. Nesbitt, Secretary, Room 203, 
515 Van Ness Ave., San Francisco. 


FLORIDA STATE BOARD OF DENTAL 
EXAMINERS 
Tue Florida State Board of Dental Ex- 
aminers will hold its annual examination of 
applicants for license to practice dentistry 
and dental hygiene in Florida at Jackson- 


ville in the Seminole Hotel, March 15-18, 
1943. Applicants for a license to practice 
dentistry must file preliminary applications 
by January 14, 1943. Final applications for 
license to practice dentistry or dental hy- 
giene must be complete by February 13. 
Address all communications to 
H. B. Secretary, 
351 St. James Bldg., 
Jacksonville. 


INDIANA STATE BOARD OF DENTAL 
EXAMINERS 
THE next, examination for licensure of the 
Indiana State Board of Dental Examiners 
will be held in Indianapolis beginning De- 
cember 14 and continuing four days. All 
applications, fees and credentials must be in 
the hands of the secretary not later than ten 
days prior to the examination. For applica- 
tion, instructions and other information ad- 
dress 
D. Gorpon Lams, Secretary, 
819 Chamber of Commerce Bldg., 
Indianapolis. 
KENTUCKY STATE BOARD OF DENTAL 
EXAMINERS 
Tue next meeting of the Kentucky State 
Board of Dental Examiners will be held 
March 9-12, 1943, at the University of 
Louisville Dental School, Louisville. Den- 
tists who graduated prior to 1943 and who 
wish to stand examination before this board 
must file applications, complete with full in- 
formation requested, at this office not later 
than January 9. Applications of 1942 gradu- 
ates must be in the secretary’s office by Febru- 
ary 9. Dental hygienists who have completed 
a two-year course and who desire to stand 
examination before this board must file ap- 
plications with the board by February 9. 
Ample time should be allowed for securing 
all data required. For application forms and 
further information, apply to 
W. F. Watz, Acting Secretary, 
1114 First National Bank Bldg., 
Lexington. 


MINNESOTA STATE BOARD OF 
DENTAL EXAMINERS 
THE next examination to be given by the 
Minnesota State Board of Dental Examiners 
will be held at the College of Dentistry, 
University of Minnesota, Minneapolis, De- 
cember 14-19. All examination fees must 
be in the hands of the secretary at least 
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ten days before the date of examination. 
Address all communications to 
G. R. Metcatr, Secretary, 
Barnesville. 


NEW JERSEY STATE BOARD OF 
REGISTRATION AND EXAMINATION 
IN DENTISTRY 

Tue State Board of Registration and Ex- 
amination in Dentistry in New Jersey will 
hold its next examination commencing April 
4, 1943 and continuing for five days. Upon 
application to the secretary, a copy of the 
requirements and rules, instruction sheet and 
preliminary application will be sent. Any 
person desiring to apply as a candidate must 
file the preliminary application blank, to- 
gether with the examination fee of $25, on 
or before February 15. ' 

Watter A. Witson, Secretary, 
150 E. State St., 
Trenton. 


NORTH CAROLINA STATE BOARD OF 
DENTAL EXAMINERS 
Tue next meeting of the North Carolina 
State Board of Dental Examiners for the ex- 
amination of applicants for licensure will be 
held at the state capitol, Raleigh, beginning 
April 5, 1943. Applications must be filed 
with the secretary thirty days before the ex- 
amination. For application blanks and fur- 
ther information, address 
Wuzert Jackson, Secretary, 
Rich Building, 
Clinton. 


DENTAL COUNCIL AND EXAMINING 
BOARD OF THE COMMONWEALTH 
OF PENNSYLVANIA 

Tue Dental Council and Examining 
Board of the Commonwealth of Pennsyl- 
vania will meet in Philadelphia and Pitts- 
burgh, February 16-20, 1943, to examine 
applicants for license to practice dentistry. 
Owing to the acceleration of the courses, no 
examinations will be held at this time for a 
dental hygiene license. For further informa- 
tion and application blanks, address the De- 
partment of Public Instruction, Bureau of 
Harrisburg. 

Revusen E. Muter, Secretary, 
61 N. Third St., 
Easton. 


TEXAS STATE BOARD OF DENTAL 


EXAMINERS 
Tue Texas State Board of Dental Exam- 


iners will hold its next examination Decem- 
ber 7-10 in Dallas. Applications must be 
filed at least ten days prior to the date of 
examination. For further information, ad- 
dress 
Cart C. Haron, Jr., 
Executive Secretary, 
520 Littlefield Bldg., 
Austin. 


VIRGINIA STATE BOARD OF 
DENTAL EXAMINERS 

Tue next regular meeting of the Virginia 
State Board of Dental Examiners will be held 
at the Medical College of Virginia, Rich- 
mond, beginning at 9 a.m., March 30, 1943. 
Each applicant will be required to present 
a certificate from the Virginia State Board 
of Education, State Office Building, Rich- 
mond, showing that he has had at least one 
year of academic education equal to one 
year of college work. He must be a graduate 
of a Class A dental college and must be 
prepared to do any kind of practical or 
operative work necessary to the general prac- 
tice of dentistry. The theoretical examination 
covers subjects usually found in a compigte 
dental curriculum. No applications will be 
accepted after March 20. For application 
blanks and further information, apply to 

Joun M. Hucues, Secretary, 
715 Medical Arts Bldg., 
Richmond. 


WISCONSIN STATE BOARD OF DENTAL 
EXAMINERS 
Tue Wisconsin State Board of Dental 
Examiners will hold its next examination, 
February 8-12, 1943, at Marquette Univer- 
sity Dental School, Milwaukee, for the 
licensure of dentists and dental hygienists. 
For applications and full particulars, address 
the secretary. No applications will be ac- 
cepted after February 2. 
S. F. Donovan, Secretary, 
Tomah. 


PACIFIC COAST SOCIETY OF 
ORTHODONTISTS 

Tue meeting of the Pacific Coast Society 
of Orthodontists scheduled for February 
22-24 has been cancelled. 

Eart F. Lussier, Secretary, 
450 Sutter Bldg., 
San Francisco, Calif. 
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RESIDENCY IN DENTAL MEDICINE 

Tue University of Oregon Medical School 
Hospitals and Clinics offer a residency in the 
Division of Dental Medicine and Oral Sur- 
gery. Appointment will be made about De- 
cember 1. The period of service is one year, 
from July 1 to June 30; compensation $40 
a month in addition to board, room and 
laundry. The division is under the general 
direction of the department of medicine. 
Its service is carried on in several units: (1) 
the general outpatient clinic; (2) the Mult- 
nomah Hospital; (3) the Doernbecher Chil- 
dren’s Hospital, and (4) the University State 
Tuberculosis Hospital. Service is under the 
direct supervision of the head of the division 
and a visiting staff of sixteen dentists. Appli- 
cants should indicate their previous training 
and major interest in one or more of the 
following subjects; (1) research; (2) clinical 
medicine; (3) exodontia and oral and plastic 
surgery; (4) radiography, and (5) restorative 
dentistry. Inquiries should be directed to 

Ricnarp B. Dittexunt, Dean, 
University of Oregon Medical School, 
Portland, Ore. 


RESEARCH FELLOWSHIPS IN 
MEDICINE, DENTISTRY AND 
PHARMACY, UNIVERSITY OF 
ILLINOIS, 1943-1944 
Appuications for research fellowships in 
medicine, dentistry and pharmacy in the 
University of Illinois are now being consid- 
ered for the year beginning September 1, 
1943. Appointments to these fellowships will 
be announced January 1, 1943. Candidates 
for these fellowships must have completed a 
training of not less than eight years beyond 
high school. The fellowship carries a stipend 
of $1,200 per calendar year with one month’s 
vacation. Application blanks and further in- 
formation can be secured from the secretary 
of the Committee on Graduate Work in 
Medicine, Dentistry and Pharmacy, 1853 W. 
Polk St., Chicago, Ill. 


CARNEGIE FELLOWSHIPS FOR 
RESEARCH AND GRADUATE WORK 
IN THE DENTAL SCIENCES 

Arep by the Carnegie Corporation of the 
New York and the Eastman Dental Clinic, 
the School of Medicine and Dentistry of the 
University of Rochester offers scholarships 
paying $1,200-$1,800 per annum to well- 
trained dental graduates who are interested 
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in research or who desire special training 
in the basic medical sciences as an aid to 
dental teaching or practice. A few fellow- 
ships also offer part-time training in oral 
surgery. On appointment, the applicant is 
given the title of Fellow in Dentistry and, 
according to his interest, works as a graduate 


student in one of the departments of the — 


medical schools. Here, excellent laboratory 
facilities, adequate direction and close con- 
tact with various investigations related to 
medicine and dentistry help his research and 
study. Fellows are encouraged to attend 
medical classes, seminars and staff meetings 
and, when opportunity presents itself, to par- 
ticipate in class instruction and scientific 
meetings. Contact with the problems of 
clinical dentistry may be maintained through 
the Oral Surgery Clinic of the Strong 
Memorial Hospital and the Rochester Den- 
tal Dispensary. With the approval of the 
Graduate Council of the university, Fellows 
may prepare themselves for the degree of 
M.S., or Ph.D. Applications should be made 
to 
Georce H. Wuippte, Dean, 
Rochester, N. Y. 


COLUMBIA UNIVERSITY COURSE FOR 
ORTHODONTISTS 

Tue School of Dental and Oral Surgery 
of Columbia University announces an inten- 
sive theoretical and practical course for 
orthodontists, under the direction of Joseph 
E. Johnson, assisted by Joseph D. Eby, Henry 
U. Barber, Jr., George B. Crozat, Clare K. 
Madden, Franklin A. Squires and Charles A. 
Spahn, December 6 to 12. The course will 
consist of lectures and technical training in 
the construction of bands, the lingual arch 
and the twin wire mechanism. A second 
course, under the direction of Robert H. W. 
Strang, assisted by Will H. Thompson, Jr., 
and Glenn H. Whitson, is announced for 
January 17-30, 1943. 

Admission to the course is limited to mem- 
bers in good standing of the American Asso- 
ciation of Orthodontists or of generally rec- 
ognized sectional organizations of orthodontic 
specialists in America and foreign countries, 
or those who have passed the American 
Board of Orthodontics. For further informa- 
tion, address the Assistant to the Registrar, 
School of Dental and Oral Surgery, 630 West 
168th St., New York, N. Y. 
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UNITED STATES PATENTS APPLICABLE OR PERTAINING TO 
DENTISTRY ISSUED DURING AUGUST, SEPTEMBER 
AND OCTOBER 1942 


August 4 


2,292,264, Meyer L. AxeLtrop. Hypnotic and 
analgesic compound. 


August 11 


2,292,568, Marcus E. Kanter and Sipney A. 
Forman. Analgesia device. 


2,292,707, SamueL A. MantTeEtt. Toothbrush. 


August 18 


2,293,446, Mitton M. Rozsa. Facial surveyor. 


August 25 


2,293,908, Pyunctroo Lee and 
Cuartes Dietz. All ceramic denture 
base with teeth, process and materials 
for producing same. 


2,293,909, Pyuncroo Lee and 
Cuaries Dietz. Method of forming 
all ceramic denture. 


2,294,087, Cart W. Jounson. Sterilizer. 


2,294,285, Cuao-Hsinc Cxv. Fountain tooth- 
rush 


D-133,542, Joun D. Kzuts. Design for a 
fountain toothbrush. 


September 1 


2,294,631, Joun Rocca. Toothbrush. 


2,294,747, Epcar A. W. Haseck and Epwarp 
T. Besser. Toothbrush. 


D-133,610, Dents Borceart. 
rotary toothbrush. 


Design for a 


September 8 


2,294,900, Lestize L. Futter. Gum massage 
appliance. 


2,295,201, NatrHANiEL CHayes. Removable 
denture. 


September 15 


2,295,806, RatpH G. Peterson. Anesthesia 


and surgery restraining device. 


2,295,849, Gustave L. Kaypen. Attachment 
for hypodermic syringes. 


2,295,864, CHartes H. Prance. Artificial 
tooth. 
September 22 
2,296,496, Aaron W. Bortin. Oxygen ad- 
ministering apparatus., 
September 29 
2,296,877, Frep A. Stack, Jr. Dental im. 


pression material and method for form- 
ing same. 


2,297,519, 
too 


ALBERT WERKENTHIN. Artificial 


October 6 


2,297,799, Georce W. Pirer. Viewing device. 


2,297,826, Roscoz J. Byrum. Toothbrush and 
powder holder. 


October 13 


2,298,835, Stantey E. Noyes. Dental impres- 
sion composition. 


October 20 
2,299,114, Spencer and Epwarp 
O. Liesic. Alloy. 
2,299,151, RatpH Kester. Dental drill. 


2,299,251, AtpertT C. Persat. Adjustable 
bracket. 


2,299,265, Epwarp L. Cuottr. Method and 
means for producing dental fillings. 


2,299,285, James C. Taytor, Jr. Maxillary 
mandibular relator. 


2,299,564, ALronzo C. CastitLo. Toothbrush. 


October 27 
2,300,070, ArtHuR E. Smita. Ampule con- 
struction. 
2,300,273, Kart Respirator. 
2,300,305, Simon Myerson. Artificial tooth. 
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Christmas Seals 


have -built and maintained the 
Relief Fund 


None of those who have received assistance 
ever had the remotest idea that Fate would deal 
them a losing hand. But what a godsend it has 
been that their fellow dentists, through the Relief 
Fund, have made it possible to extend them aid 
in their emergency. 


Over $265,000.00 has been paid out to worthy 
members and their widows in the past 17 years. 


No better evidence could be had of the value 
and need for dental organizations. It is through 
those organizations—Local, State and National 
—that individual efforts are coordinated and 
continued so that those things that benefit den- 
tists and dentistry can be accomplished. 
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Sa 
ve With War Bonds and Stamps 


Fresh Perspectives 
ou Everyday Problems 
1942 Year Boos or Dentistry is off the press— 
laboratory methods and at-the-chair 
able achievements in 
| 
THE 1942. | 
$3.00, postpaid! Find out how 
: of the YEAR Book OF DENTISTRY 
i will help you jn your everyday 
DENTISTRY practice. Mail the coupon for 
10 day free-examinaltoy 
this book 
Just off the Press 


OW—NOT LATER—is the time for everyone to do his share in the 

fight for our great American ideals. Now—to protect our loved 
ones and te lay firm foundations for the future. Planes, tanks, guns 
and ships don’t build themselves—nor pay for themselves. The tools 
for victory cost money. 
We at home can help those who are fighting for the freedom of our 
children by lending the Government our money. Undoubtedly. you 
already own War Bonds—or are buying them now. But the Govern- 
ment has figured that to get the money it needs—you. and everyhody. 
should put at least 10% of your income into War Bonds. 
We urge that you unhesitatingly join in preserving the freedom that 
we all hold dear. Don’t wait—don’t delay—be a 10 percenter today! 
Cook-Waite Laboratories, Inc. is proud to announce that a big pro- 
portion of its employees are 10 percenters. 


COOK-WAITE LABORATORIES, INC. 
Manufacturers of NOVOCAIN with COBEFRIN 


(Reg. Trademarks) 
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“lve just heard from my draft board” 


“They tell me I’m in the Army now. I’ve passed 
my physical exam and all the rest of it, and 
I’m certified to do one of the most important 
jobs in the world—helping to give strength to 
America’s fighting troops. .. .” 

The lady has a right to be proud. For to- 
day, all over the United States, fresh milk is 
being served in Army camps as a basic part 
of the conditioning diet. 

The rich and regular appearance of milk 
and milk products on U. S. Army mess tables 
is one of the reasons why the boys in the camps 
grow healthier month by month. 

National Dairy is using its far-flung facili- 
ties for production, processing and distribu- 
tion to speed milk and milk products in great 
volume to Army ‘posts in many areas in 
this country. 

And to the men in service overseas, National 
Dairy is shipping millions of pounds of an 


unusual new milk product ...a preserved but- 
ter for export that will not melt at 110 degrees! 

This versatile food is only one of many 
products of National Dairy Products Corpora- 
tion, an organization whose research is devoted 
to the exciting task of making milk and its 
many products ever more abundantly available 
to people everywhere. 


Dedicated to the wider use and better understand- 
ing of milk as a human food ... as a base for the 
development of new products and materials ... 
as a source of health and enduring progress on 
the farm and in the towns and cities of America. 


NATIONAL DAIRY 
PRODUCTS CORPORATION 


AND AFFILIATED COMPANIES 


Originators of the Sealtest System of Laboratory Protection 


Make the Journal Your Buyer's Guide 
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...be prepared to treat still more patients?! 


From a Ritter survey there are 38,000 dentists—not subject to military 
service—who need additional operating room facilities. 

Soon there will be only one dentist for every 2,377 civilians in the 
United States as compared with one for every 1,820 in 1929—which 
graphically shows how greater burdens are being placed on the shoul- 
ders of the profession. 

Naturally, you are among the many dentists who 
désire to increase operating facilities—to take care 
of the ever-increasing number of patients—but 
equipment deliveries are deleved~der so much 
equipment is being manufactured for the armed 
forces. However, the time is coming when deliveries 
will be made . . . and you can assure yourself of 
equipment before the end of the emergency by 
seeing your Ritter dealer today. 


chures—“The First Impres- 
sion Counts” and “Add 20% to 
Your Income.”’ They tell you 
definitely what another op- 
erating room can do for you. 
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Nine years ago, Baker Oralium, the 
original high palladium content, light 
weight, lov cost casting gold was in- 
troduced. Its suecess was immediate 
and its use has since spread literally 
all over the world. 


But, Oralium requires care if heat- 
treated and this outweighs its advan- 
tages in the minds of some. Now, we 
announce Super Oralium which while 
not requiring such careful handling, 
has all the advantages of the original 
—low specific gravity, although much 
higher in gold content; remarkable 
tarnish resistance and the fact that 
it can be used for all kinds of 
castings. Its price is a little 
higher — $1.30 a pennyweight. 
Neutral color. 


Save With War Bonds and Stamps 
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With 


patienis cen): ily reproduce 
the colorings, carvings, surface variations 
and other characteristics of human teeth. 
In Veri-Chrome Five Phase Anteriors the 
color, the varied labial surfaces and the 
three dimensional 
effects of natural 


teeth are simulated 


perfectly. 


with THe 
 VERI-CHROME 
COLOR GUIDE 


UNIVERSAL) DENTAL COMPANY 


48th & Brown Sts. Pa. U.§. 


Mail this coupon for your copy of “The Fallacy of Tooth and Baan 
Harmony” —an interesting research ori tooth classification, 
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Human Tooth 


Fluores« 


DENTA PEARL prcstic Teeth 


COMFORTABLE + LIGHT + DURABLE + CLATTERPROOF 


. replace the sensations of pressure and abrasion (cus- 
tomary with porcelain teeth) with the comfortable feeling 
of gliding lightness and ease. The unusual resilience of 
DENTA P teeth not only makes these teeth more com- 
fortable, but decreases impact shock and abrasion—helps preserve 
opposing natural teeth, peridental membrane, alveolar process. 


DENTA PEARL plastic teeth not only restore perfectly—they preserve! 
Other Justi Prosthetics 


IMPRESSIONAC — a plasticized impression material for immediate 
insertion and partial dentures, removable bridges, and 
temporary relines. ImpressionAc is accurate. 


Acrynemel STAINS—for artistic characterization of jackets and Denta 
Pearl teeth. 


ep &S 
eee 


4, 
Acrynamel INVESTMENT—has adequate compressive strength for all 
acrylic work. 
Acrynamel SEPARATOR — provides a smooth coating for investments. an 
Acryname!l DIi-MAC — usuall d die-stone for inlay and jacket 
crown dies ac 
A illustrated catalog, “Justi Products for Modern Prosthetics,” 8. Es 
useful cr 
The M 
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lvorescent ACRYNAMEL Restoration 


Human Tooth 


FLUORESCENT 


Insist on Fluorescent ACRYNAMEL; 
what other Acrylic outfit offers 
these Features? 


1. Natural fluorescence in each pre- 
blended shade. 

2. Simplicity of dry-pack technique. 

3. Non-granular appearance. 

4. Fine particle size. 

5. Even and complete dispersion of pig- 


acrylic material obtainable. 
7. A Separator that really works. 


8. Especially prepared methyl-metha- . 
late pol 


cry! lymer. 


The MASTER KIT. $30.00 


The JUNIOR KIT. $18.50 
(illustrated ) 


9. Pure methy!-methacrylate monomer, 
supplied by Rohm & Haas. 


10. An active Research Staff to help you 
with all problems. 

11. Technical and educational progress in 
“Justi-Facts,” published monthly in 
“Dental Survey” and “Dental Labora- 
tory Review.” 

12. A natural fluorescent shade guide, 
which harmonizes with all other shade 
guides on the market, and matches 
natural teeth without formulae. 


The LABORATORY KIT, $58.00 
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Modern Prosthetics 
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THE SIMPLE FACTS ABOUT. 
ALVEOLAR RESORPTION 


SEND PATIENTS TO YOUR OFFICE 


@ A few educational illustrations about alveolar resorption, such as the 
eye glass analogy reproduced above, can mean a big plus to your practice. 


Denture Closeups includes the eye glass analogy and other descrip- 
tive material to aid in showing patients why a return to their dentists is 
necessary, for rebasing. 

This brochure stresses “Mouth Tissues Change, See Your Dentist.” 
Copies are now available for use at the chair. Fasteeth’s national advertis- 
ing stresses the Mouth Tissues Change story. This institutional copy is fics 
designed to help you. i 


Write for Your Copy of “Denture Closeups” today! 


CLARK-CLEVELAND, INC., BINGHAMTON, N.Y. 


FASTEETH 


line DENTURE POWDER 


Buy Relief Fund Seals 


CHANGE put | 


DISPENSERS 


SORBENT 


For 


@ Limited quantities of Dispensers still available. Handy at the 
chair and economical in use. Dispensers have weighted chromium 
plated base, transparent hycoloid body, chromium plated lid. Cot- 
ton sterilized after packaging. 

ABSORBENT PLEDGETS. Extra Small. Dispenser and 4 Refills, Complete, 
$2.50. Additional Refills, 6 for $1.80. 

DENTOFORM ABSORBENT COTTON. Dispenser and 1 Refill, $1.35. Addi- 
tional Refills, 12 for $1.25. 

COTTON PELLETS. Dispenser and 6 Refills, $2.50. Additional Refills, 12 
for $1.75. Pellet Sizes (not assorted): Extra Small, No. 4; Small, No. 3. 


ORDER FROM YOUR DEALER 


NEW BRUNSWICK, N. J. CHICAGO, ILk. 


Buy Relief Fund Seals 
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*CERTIFIED 


PARTIAL 


S. S. White Casting Golds 940, 820, No. 13, and No. 3 
are top-grade alloys for use when the highest possible qual- 
ity is desired. 


No. 2, No. 5, No. 8, No. 19 are thoroughly reliable pre- 
cious metal alloys which may be used with confidence when 
. your judgment dictates gold and the patient’s income sug- 
gests economy. 


Ask your laboratory to use 
S. S. White Golds 


in all your cases 


Send us your gold scrap 
through your dealer 


We allow market scrap value for the precious 
metal content of your gold scrap. Returns may be 
taken in cash, as a credit on account, or in the 
form of merchandise. 


Prices subject to change without notice 


THE S. S. WHITE DENTAL MFG. CO. 


211 S. 12th Street, Philadelphia, Pa. 


no golds comply with A. D. A. Specification No. 5 for Inlay 


TExtra hard—No specification has been set by the A. D. A. for this 
type of gold. 


5 IN TWO PRICE RANGES 4 | 
82! 
2 
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40 Soft-Type A * 
A very soft, burnishable gold for occlusal No. 
and gingival inlays subject to slight or 
< moderate stress. Color 22K dark 
Pure gold color. $2.20 per dnt. $2.10 per dwt. 
* Medium Hard-Type B es 
This is a definitely superior gold for M. O. D. 
and simple inlays, 34 crowns, pontics and = 
posterior abutments. It’s hard, at the same 
time it is burnishable, a desirable combina- Ligh Id col 
tion of properties. ight gold color 


Light coin gold color. 
$2.07 per dwt. 


$1.92 per dwt. 


i * Hard -Type C 
0. For M. O. D. inlays, full and 3% crowns with 


thin sections, pontics, and inlay abutments, 


0. 


subject to hard stress. Lig ers gold oaiies 

Dark coin gold color. $2.00 per dwt 
$2.05 per dwt. 

t Extra Hard 
: 0. An outstanding, tough, strong, springy gold No 1 

for all types of clasps, bars, and partial den- r 

tures. No. 3 is also an a for % crowns 

with thin walls, M. O. D. inlays, cast cusps, : 

foot partial denture abutments tg gold Light gold color 

of maximum strength and hardness is desire 

to withstand severe stress. $1.70 per dwt. 


Coin gold color. $2.00 per dwt. 
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smoKING. \ 


NICOTINE 
a) and the stress of 
dally living 


A bid for closer patient cooperation in 
adjustments of smoking hygiene 


HE pace of modern life leaves its mark on many 

individuals. Symptoms, though remote, sub- 
clinical, may be of interest to the physician, perhaps 
in connection with nicotine intake.* Obviously, the 
exploration of this potential requires the patient’s 
close cooperation. 

In this situation there is an advantage to you in 
advising slow-burning Camel cigarettes. Millions 
have changed to Camels for their superior mildness 
and flavor—the famous Camel “pleasure factor.” 

Patient’s compliance with your suggestions should 
lead to improved accuracy in case histories. This may 
present new clinical opportunities, especially when 
such records are grouped and studied as a whole. 


*J.A.M.A., 93:1110—Cctober 12, 1929 
Brickner, H.— Die Biochemie des Tabaks, 1936 
The Military Surgeon, Vol. 89, No. 1, 9. 5, July, 1941 


“THE CIGARETTE, THE SOLDIER, AND THE PHYSI- 
CIAN,” The Military Surgeon, July, 1941. Reprint available. 
Write Camel Cigarettes, Medical Relations Division, 1 Pershing 
Square, New York City. 


COSTLIER TOBACCOS 


Make the Journal Your Buyer's Guide 
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WHEN BETTER IS AVAILABLE., 


An indication of the finer qualities 
of Ticonium may be inferred from 
its wide acceptance by dental 
schools. Ticonium is the single 
non-precious metal that is widely 
used by schools in their instruction 
and practical work. 


"YOU GET MORE WITH 


| DENSER CASTINGS--Electrically melted, Ticonium 
maintains its original physical properties. ; 


STEEL DIEACCURACY-—The great accurach of Ticonium 
restorations saves time in fitting and adjusting. 


3 CAST OR WROUGHT CLASPS-Ticonium may be 
fabricated with either cast or wrought wire clasps 
of the same basic alloy. 


4 4 EASY TO SOLDER--Repairs and additions can be made 
with a high grade gold solder and Ticonium flux. 


ABORATORY 


Widen the Beneficial Circle 
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Conservation and thrift, so important today, have always 
been intrinsic advantages of Kolynos* Dental Cream. 
Kolynos is concentrated. It is best used only 14” on a dry 
brush. By proper use it lasts twice as long. Kolynos has 
a dual cleansing action: 


Ist—The cleansing, refreshing foam helps remove 
mucous plaques and food debris; 


2nd—The action of carefully precipitated chalk pol- 
ishes efficiently without harmful abrasion of the 
enamel. 


Kolynos has a pleasant taste acceptable to the most 
discriminating type of patient. 


KOLYNOS 


DENTAL CREAM 


Recommend Kolynos when your patients ask 
(Bre. U. 8. Pet. Of. , you about a good dentifrice. 


THE KOLYNOS COMPANY - NEW HAVEN, CONN. 
Make the Journal Your Buyer's Guide 
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PREPARE FOR TOMORROW 


“sel HEEDLES 


With the Super-Sharp ‘ShockLess’ Point 


In these days of war-induced shortages of materials 
and supplies, it’s more important than ever to be 
prepared for all exigencies of daily practice. Which 
will suggest the desirability of protecting your needle 
requirements by requisitioning needed sizes now. And 
remember that when you specify DURO Needles you 
can effect a worth-while saving by ordering a 6-vial 
assortment of the lengths and gauges you use—not 
to mention the enhanced operating satisfaction you 
will derive from the improved ‘ShockLess’ Point, 
now standard on all 25 and 23 gauge R & R dental 
needles... Order an assortment today. 


3 4 


Hard to bend— 
Harder to break 


Per dosen—25 or 28 gauge: DURO- CARTRIDGE 
DURO-SCHIMMEL no. 2 —1 -inch*. . $1.28 
Y% -inch ...... $1.00 No.3 —lljinch .. 1.60 
1 -inch eeenee 1.10 No. 3A—15,-inch*, . 1.75 
15-inch 1.40 No.4 —l%-inch 1.75 


*Also available in 27 GAUGE at same price 


In lots of 6 dozen, 10 cents less per dozen 


STAINLESS STRONGER SHARPER 
SAFER 


The Old The New 
DURO.- DURO.- 
CARTRIDCE || SCHIMMEL 
THE RANSOM & RANDOLPH CO., TOLEDO, OHIO 
Journal Advertisements Are Selective 
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U.S. Pat. No. 2,209,381 


Other Patents Pending a 


AT YOUR DEALER 


, Manufacturers of Dental Golds & Specialties 
(136 West 52nd Street New York, U.S. A. 


| 
| 
| 
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PEED 


...and you'll specify 
Eastman Ultra-Speed 
Periapical Dental X-ray Film 


This new double-emulsion film is 
so very fast .. . and it assures such 
fine detail and brilliant contrast .. . 
that a thorough trial is a “must” 
for everyone who prefers so-called 
“speed”’ film. Fraction-second expo- 
sures* at the usual anode-film dis- 
tance minimize the time required for 
periapical radiographic examination, 
the chance of movement during ex- 
posure, and wear on the x-ray unit. 
The film is ideal for the long-anode- 
film-distance (20-in.) technic. 


“Open-Easy” 1- and 2-film stand- 
ard-size packets have blue-white, 
moisture-proof paper wrapping... 
lead-foil backing... smoothly 
rounded corners, and curved edges. 

Ask the dental salesman who calls 
on you regularly for further details 
and prices—his service warrants 
your orders .. . Eastman Kodak Co., 
Medical Division, Rochester, N. Y. 


, "Required exposure only 4 that for Eastman 
Regular Periapical (and other single-emulsion 
films of like sensitivity); only 14 that for 
Eastman Radia-Tized Periapical (and other 
double-emulsion films of like sensitivity) and 
Eastman Rapid-Processing Periapical. 


Included are Eastman Rapid-Processing Periapical 


Dental X-ray Film (R-P) and Eastman Radia- 
Tized Periapical Dental X-ray Film... both 
double-emulsion ("intermediate"); Eastman 
Regular Periapical Dental X-ray Film . .’. single- 
emulsion (“slow”). 


Buy Relief Fund Seals 
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CONSERVATION OF MANPOWER 
THROUGH BETTER DENTISTRY 


Tur U. S. Commission for the Conservation of Manpower has 
the unprecedented problem of putting fen million more men 
and women to work in the war industries within the next year. 


Obviously, the dental condition of American men and women 
bears a close relationship to this tremendous task. 


Productive hours lost on war projects due to dental ills are 
incalculable. 


It is timely, therefore to point out to patients that oral health 
is vital to victory; that better materials constitute Better Den- 
tistry; and that Better Dentistry contributes to multiplying the 
productive hours of the war workers of the nation. 


May we suggest that you prescribe Vitallium as an aid to the 
Oral Health requisite to total industrial effort for Victory. 


AUSTENAL INC. 


NEW YORE CHICAGO 


Consere Chair Time — Send your cases ts a 
VITALLIUM LABORATORY 


Ye TRADE MARK REG. U. S. PAT. OFF- 


Buy War Bonds and Stamps 
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IDEAL TOOTH INCORPORATED, CAMBRIDG 


Buy War Bonds and Stamps 
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HATEVER casting technic you may use, there are three 
vitally important reasons why you should standardize 
on Kerr Cristobalite as your investment:— 


1—Precision! Cristobalite is the only invest- 
ment whose factor of shrinkage exactly equals 
that of your casting gold. 


2—Conservation! Containing no chlorides, 
Cristobalite has no destructive effect on your 
casting rings, or on the delicate nichrome 
elements of your furnace. 


3—Safety! Washes away from casting with 
brush only. No digging dangerous to delicate 
margins is ever necessary. 


Get precision inlays all the time, and greatly prolong the life 
of critical-material casting equipment which you may not be 
able to replace until victory, by using only Kerr Cristobalite 
investment. 


DENTAL MFG. CO. 
Detroit, Michigan 
Established 1891 


REG. U.S. PAT. OFF. 


Journal Advertisements Are Dependable 


WE PROUDLY SERVE 
OUR COUNTRY 


It is with pride that the Proco-Sol Chemical 
Company supplies the dentists of the armed 
forces of the United States with Procaine 


Solutions. Proco-Sol scientifically-controlled 
local anesthetics have met all necessary 
requirements. 

Join the VICTORY FORCES WHO ARE USING 


Place a trial order today... . 
order a box or a vacuum tin of 
cartridges . . . be sure to specify 
“Proco-Sol” Procaine with Neo- 
Synephrin Hydrochloride, or 


with Epinephrin. 


1233 SPRING GARDEN STREET, PHILADELPHIA, PA... 


Manufacturers of Fine Local Anesthetics 
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That important phase of dentistry, 
maintenance of the health of the peri- 
odontium, is brought to the fore by this 
newly published text. “PERIODON- 
TIA” is a study of the histology, physi- 
ology, and pathology of the periodon- 
tium and the TREATMENT OF ITS 
DISEASES. 


Before taking up therapy, Dr. Goldman 
provides a sound background of meth- 
ods for examination, description and 
classification of periodontal diseases for 


TRAUMATIC SURGERY OF 
THE JAWS 


Every alert dental practitioner realizes the 
importance of competent first aid and emer- 
gency treatment of jaw injuries. Dr. Thoma’s 
timely text brings you practical, modern, 
authoritative guidance on this problem. 

By KURT H. THOMA. 315 pages, 282 illus- 


GOLDMAN'S 


“PERIODONTIA”’ 


By HENRY M. GOLDMAN, D.M.D., Instructor 

in Oral Pathology, Harvard School of Den- 

tal Medicine, Harvard University. 400 pages, 

310 illustrations, including 18 color ' plates. 
PRICE, about $6.00 


diagnosis, principles of etiology, and 
histology, physiology and pathology. 
The last section of the book gives a 
thorough, carefully correlated picture 
of the accepted methods of treatment. 
Dr. Goldman leaves nothing to the im- 
agination in guiding you to the proper 
selection and application of treatment. 
Every measure which is likely to be an 
integral part of therapy in the cases 
which confront you is minutely de- 
scribed, and in many cases, illustrated 
with step-by-step photographs. 


SYNOPSIS OF TRAUMATIC 
INJURIES OF THE FACE 
AND JAWS 


Like other Synopsis Volumes, this one is in- 
tended to give immediate help to the man 
working under pressure. Well-illustrated, 
practically presented, this book should be a 
part of your working library. 

By DOUGLAS B. PARKER. 326 pages, 226 


trations. PRICE, $6.00 illustrations. PRICE, ABOUT $4.50 
Say "MERRY The C. V. Mosby Compan ADA 12/42 
y pany 
a 3525 Pine Bivd., St. Louis, Mo. 

CHRISTMAS 

Gentlemen: Send me the following book(s) : 
with a 
Mosby book! Attached is my check. ____Charge my account. 

Dr 

Address 


Save With War Bonds and Stamps 


CONTRIBUTION 
TO MORALE 


Of the 4 Freedoms, Freedom from _ 
Fear is most important to the dental 
patient. In these days of frayed nerves 
| and excessive tension. every dentist _ 
WITH .gwes his patients complete FREEDOM 
| PROM FEAR OF PAIN. 4 
No matter what the operative pro- 
y cedure may be — surgical intervention, 
eavity preparation, extraction — your 
patients appreciate your concern over 
their comfort. 
j And—no matter what operative pro- 
cedure may be indicated; you can be 
certain of the deep, profound anes- 
thesia. provided by Monédcaine. new, 
safe local anesthetic. 
As a contribution to civilian morale 
. »» Blackout Pain with Monécaine. 


NOVOCOL CHEMICAL MFG. CO., INC. 
2911-23 ATLANTIC AVE. © BROOKLYN, WN. Y. 
Toronto - London - Buenos Aires - Rio de Janeiro 


BUY WAR 
BONDS AND 
STAMPS 


Make the Journal Your Buyer's Guide 
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QUESTION: [| have noticed that green, leafy, and yellow vegetables are 
listed as excellent sources of vitamin A. Is this true of canned vegetables or 
only of fresh, raw products ? 


ANSWER: The vitamin A activities of these vegetables, or for that 
matter foods in general, are not adversely affected by canning (1). Th: 
heat treatments employed in blanching and “cooking” of canned vegc- 
tables destroy the enzymes in these vegetables; and the permanently 
sealed can protects the food from the air during storage and distribution. 
Hence, frequent consumption of green, leafy, or yellow vegetables, either 
fresh or canned, may be relied upon to supply important amounts of 
vitamin A (2). 


American Can Company, 230 Park Avenue, New York, N. Y. 


(1) 1938, Nutrition Abstracts and Reviews 8, 281 
(2) 1939, Food and Life: Yearbook of Agriculture 
U.S. Dept. Agriculture, U. S. Gov't 
Printing Office, Washington, D. C. 
amenican 


e 


The Seal of Acceptance denotes that the nutritional statements in this advertisement are 
acceptable to the Council on Foods and Nutrition of the American Medical Association. 
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Journal Income Helps Build Better Dentistry 


The coveted Army-Navy 

“E" has been awarded 

to Abbott Laboratories 

for high achievement in 

the production of vital 
war supplies. 
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Try as they may—patients often discontinue wearing even the 
most carefully constructed of new artificial dentures until post- 
operative pain subsides and sore gums heal. Fortunately, you 
can quickly and inexpensively alleviate such pain and discomfort 
by employing Butyn-Metaphen Dental Ointment. This product 
combines the prolonged anesthetic effect of Butyn 4% with the 
antiseptic action of Metaphen 1:1500, and may be easily applied 
to the surfaces of the denture coming in contact with the gums. 
It is neither irritating to the tissues nor unpleasant to the-taste. 
Butyn-Metaphen Dental Ointment is also useful in both prophy- 
laxis and treatment of trauma from extraction, “dry sockets,” 
pyorrhea sockets and as an anodyne dressing following scaling. 
This agent is now available through all pharmacies in 1-ounce 
collapsible tubes equipped with special nozzles for office use, 
and in the new 4-ounce tubes which the patient may conveniently 
use at home. ABBotr LaBoraTorIEs, North Chicago, Illinois. 
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IS ACTUALLY TESTED 


AS WELL AS BEFORE 
IT REACHES THE DEALER 


ON 
3727 JACKSON AVE., 


ie 
m4 Wy 
NN 
2 
j “ Lt of a 
| Yes, doctor, i" addition to exhaustive tests conducted in 
our plant _ tests for deflection, toxicity, irritation, sorption, 
color stability, Ac Ril is tested further by the United A 
States Testing Co., Inc-, after the material leaves plant; 
after it has reached the dealer's shelves- 
At regular intervals, the United states Testing Co., 
a ie. buys Ac Ril on the ope” market. We do not know from what . 25 
dealer it will be pought or what packages will be examined. be 
Each packag® of Ac Ril thus tested must conform to A. D. A- 
Specification® No. 12 oF cannot carry the seal of certifica- 
a tion illustrated above. For your peace of mind and your Ge] 
patients protection, use Ac 
uy Relief Fund Seals 
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SPECIAL XMAS OFFER 


TO DENTISTS 


Give this PYCOPE Junior Dental Kit to your 


You can now obtain PYCOPE Junior 
Dental Kits in attractive Xmas boxes. 
They are ideal holiday gifts for your 
younger patients. Each kit contains 
two famous PYCOPE products— 
PYCOPE Junior Brush, and a sample 
tube of PYCOPE Tooth Powder. 

The PYCOPE Junior Brush has the 
same small, professionally designed 
head as the well known adult-size 
PYCOPE Brush. The head contains 


Please send me 


six rows of natural bristles, two tufts 
to a row. Bristles are of medium tex- 
ture, correct for children’s gums. 
Brushes come in assorted colors 
to the dozen. If you care to add 75¢ 
to the total amount of your order, 
we will gladly print your name in 
gold on each brush handle. Con- 
venient mailing cartons available at 


10¢ a dozen, extra. 
Send your order in today! 


PYCOPE, Inc., 2 High Street, Jersey City, N. J. 


PYCOPE Junior Dental Kits Xmas Pack 
@ $1.30 a doz. ($12.50 a gross) 
cartons @ 10¢ a doz. 


_______Also for an additional 75¢ print my name on handle 
of all brushes ordered. 


of time for Name D.D.S. 
Addr 
State. 


Xmas 
° 


Please enclose professional card or letterhead 


Widen the Beneficial Circle 
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DO YOU KNOW THESE FACTS? 


1. That the A. D. A. Group Insurance has been in force 
for 12'/p years, and that we have paid over $2,500,- 
000.00 in claims? 


2. That the Insurance Company guaranteeing our con- 
tract has over $180,000,000.00 in assets? 


3. That our policy is in a stronger position today than 
ever before? 


4. That this insurance is one of the major assets of 
A. D. A. membership; that compared to an individual 
policy of like amount you save up to 40% by taking 
the A. D. A. Group Insurance. 


5. That our claim checks are delivered within 3 or 4 
days after proof of death papers are received; that 
in nearly every death ours is the first life insurance 
policy to be paid? 


Combine security and good service with lowest 
possible cost and the answer is "A. D. A. Group 
Insurance." 


Save With War Bonds and Stamps 
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PLASTIC 


overcomes mouth breathing and sneezing 
caused by head colds and sinusitis. 


In the dental chair, Benzedrine Inhaler rapidly 


More than a year before Pearl Harbor, we started to develop a substi- 
tute for the aluminum tube of Benzedrine Inhaler. 


The successful result—our new plastic Benzedrine Inhaler—is now on 
the market. More than a wartime substitute, it is a definite improvement 
over the aluminum tube. Just as effective therapeutically, it is far more 
attractive in appearance and has only one cap to remove. 


Each tube is packed with amphetgmine, 250 mg.;‘oil of lavender, 75 mg.; 
menthol, 25 mg. Benzedrine is S. K. F.'s trademark, Reg. U. S. Pat. Off. 


SMITH, KLINE & FRENCH LABORATORIES, PHILADELPHIA, PA. 


More than a century of service 
to the mediccl profession 


Buy Relief Fund Seals 
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What shall I give my child patients for Chrisimas ? 
Ah, I have it! An attractive, inexpensive plaster cast of 
Santa Claus. 


3%” in height 31%" in height 534” in height 


3%” in height 3%” in height 2%,” in height 4%” in height 


Split rubber molds of the above characters may be purchased for 50c each (Snow 
White 75c): . 
Pour and paint your own models. They make appropriate Christmas gifts. 


Tue Bureau oF Pustic RELATIONS ane 
AMERICAN DENTAL ASSOCIATION Tuniay Cricket 
212 E. Superior St., Chicago, Ill. Dovey 
Bashful 
Enclosed is $ for Rubber Molds of: ao F 
Sneezy Crp cw 
Enclosed is: [] 25c for Mold Clamp. CI Sleepy 
Enclosed is: [] 75c for Rubber Mold of Snow White. = — Claus 
Penguin 


Name 


Street City. State 
Please print plainly full name and complete address. 


Journal Advertisements Are Selective 
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Pot. May 21, 1940 
This Wonder Electric Mortar and 
Pestle is no ordinary agitating de- 
vice. You will award it top honors 
for its speed and thoroughness and 
uniformity and economy. Only 7 to 
10 seconds are required to triturate 
enough amalgam for an ordinary 
size filling. Its mix is always smooth 
—is always the same, because 
it eliminates the human element, 
works with scientific precision. The 
Wig-!-bug not only saves your time 
but your money as well; it elimi- 
nates waste of alloy and mercury. 
ALL THIS spells better, faster, more 
profitable amalgam 

fillings. Write for 
complete details. 


Model No. 3A 
Through your dealer or direct 
CRESCENT DENTAL MFG. CO. 


1839 S. Crawford Ave, CHICAGO - 


YOU CAN'T BEAT 
TORIT 


ARBOR 
BANDS 


for 


DRESSING DOWN PLATES 


These small bands# made from high 
grade cloth, coated with abrasive and 
cemented at the seams by a process 
whith makes it almost impossible to get 
them apart until they are worn out, are 
very efficient miniature grinders and 
polishers when fitted over the head of a 
TORIT Arbor. 


4 


TORIT MFG. CO. | 45K FOR 


306 Walnut St. 
St. Paul, Minn. ake. 


Change of Address 


Date 
American Dental Association 
212 E. Superior St., Chicago 


Please send THE JOURNAL to me at 
the address given below. 


NEW address 


Name 


Street 
City State 
OLD address 


Name 


Street 
City State 


I am a member of the 
State Society. 


Buy Relief Fund Seals 
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thetic such as Minimax Procaine Solutions with Epinephrin are never a buftdle 

of nerves. They may even be relaxed mentally and physically. It's the new- 
comer, the first-timer who has never experienced the comfort of anesthesia who may 
be shaky, unstrung, unnecessarily apprehensive of pain. Dentists who swear by Minimax 
solutions have found that their dependability, uniform quality and proven efficacy 
ease tension for themselves and patients, assure receptivity to their operative skill, 
promote comfort and confidence. Minimax Anesthetic Solutions come to you in the 
scientific Hy-Vac package that's dust-proof, damp-proof, wholly oxygen free . . .. full 
of "vim, vigor and vitality," ready for service in oral surgery, extractions, prep- 
arations for crowns and bridges, wherever local anesthesia is desirable. Make every 
new patient's visit pleasant—use safe, reliable Minimax Solutions. 


eB In the Reception Room, the regular patients of dentists who use a good anes- 


Prepared in 3 strengths: Epinephrin 1:30000, 1:50000 and 1!:70000. Supplied in two size car- 
tridges: large for standard syringes, small for short syringes: 25 ctgs. in each Hy-Vac package. 


Hy-Vac package patented U.S. Patent Number 2,215,479. 


The Minimax Co. - Medical & Dental Arts Bldg. - Chicago 


Journal Income Is Used Solely to Benefit Dentistry 
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A-D-A 1943 Appointment Book 


A Professional Book for Professional People 
A Compendium of A-D-A Information 
TABLE OF CONTENTS 


. Biographical Sketch of. Pierre Fau- 

chard 
2. District Map of A.D.A. 
3. A.D.A. Organization Chart ( 
4. A.D.A. Code of Ethics 
5 
6 
7 


. 1942-43-44 Calendar 
. Daily Appointments 
. List of Certified Dental Materials 
A.D.A. Research Commission 
8. Accepted Dental Remedies, Coun- A 
cil on Dental Therapeutics : 
9. List of Books and Package Libraries b 
(A.D.A. Library) 
10. List of Dental Health Educational 


Material, Bureau of Public Relations m 

11. Patient Recall Service B 
12. Beneficial Circle Plan 

ORDER YOURS NOW 

LIES flat when open = 


SUBSTANTIAL sewed 
binding 
LETTERED in gold 


BOUND in black imita- 
tion leather 


CONTAINS _ valuable 
Association information 
that every member 


should have 
7 by 10 inches in size L 
EACH week’s appoint- N 
ments at a glance 
je 
PRICE $1.00 th 
i $1.25 WITH INDIVIDUAL NAME STAMPED IN GOLD ON FRONT COVER fe 
BUREAU OF PUBLIC RELATIONS 
em AMERICAN DENTAL ASSOCIATION, 212 E. Superior St., Chicago, IIl. 
Enclosed is : 
< propuction © [] $1.00 for A-D-A Appointment Book without my name on cover 
‘ c ¢ “ 0) $1.25 for A-D-A Appointment Book with my name on cover 
- Please print plainly full name and complete address a 


Make the Journal Your Buyer's Guide 
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COLUMBIA 
ARTICULATOR FORMER 


for Inlay Dies 


A Time Saver—Easy to Use 
Makes Neat Models 


A simple device for — neat, gp half- 


stone or models for inl ays, crowns and 
frames are adjustable to make 
of ‘any - Models of right or 
left side can_be made by, reversing position of frames. 
e T-lock, cast in heel of upper and «4 

models kee them in correct centric relation. . . . 
frames, T-lock former and metal parts attached to 

Bakelite block are made of rustless steel. 


Order one today—through your dealer 


PRICE—Cat. No. 901.................... $1.75 
Complete with illustrated directions. 


Columbia Dentoform Corp. 
“The House of a Thousand Models’’ 
131 East 23rd Street New York, N. Y. 


ATLAS OF DENTAL AND 
ORAL PATHOLOGY 


Revised Edition 


The material is presented by the case 
method from the cases in the Registry of 
Dental and Oral Pathology of the American 
Dental Association at the Army Medical 
Museum. 


These cover comprehensively pathologic 
conditions of lips, cheeks, mouth, tongue, teeth, 
jaws and neck which come to the attention of 
the general practitioners and oral and maxillo- 
facial surgeons. 


$5.00 per copy 


American Dental Association 
212 E. Superior St. 
Chicago, Ill. 


~ 


Prescribe 
DR. BUTLER 


... the original 
of this type 


of brush 


Brush manufacturers are 
solicited by various firms 
and individuals to “Give us 
a copy of the Butler” 
which shows the immense 
popularity that this par- 
ticular brush has attained. 

Most of the Profession, 
however, prefer pre- 
scribe the original of this 
type and design of brush— 
therefore, always specify 
the Butler on their pre- 
scriptions. 


Send coupon with 4oc in coin or 
stamps for two brushes. Then com- 
pare with any other brushes on the 
market. See for yourself why the DR. 
BUTLER has attained such popu- 


larity. 
SEND COUPON 
OHN O. BUTLER CO. ADA 12-42 


Cottage Grove Avenue, Chicago, Ill. 
(Do not send checks 
(Stamps or coin only 


I enclose 40c for two brushes. Send me: 


SYNTHETIC 
Medium Bleached 
Hard Bleached 
Extra Hard Bleached 


Buy Relief Fund Seals 
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YOUR CHILD’S TEETH 


For Dentists. Teachers and Parents 


44 pages 
60 illustrations 


Explains the growth of teeth from the 
third month of prenatal life through the 
time of eruption of the permanent teeth, 
indicating the important relationship of 
dental teeth to the child's development. 


Dentists: Give them to parents of child patients. 
Dental Societies: Place them in your school system. 


Price—1l0c per single copy; 50 copies $4.50; 100 copies $8.00; 500 copies 
$35.00; 1,000 copies $60.00. 


Bureau oF Pusiic RELATIONS 

AMERICAN DENTAL ASSOCIATION < 

212 E. Superior Street, Chicago, Ill. 
ip cw 


for 1 copy 
C $4.50 for 50 copies 
Enclosed is: [(] $8.00 for 100 copies Your Child’s Teeth 


C1) $35.00 for 500 copies 
1] $60.00 for 1,000 copies 


NAME 


STREET. CITY. STATE 
Please print plainly full name and complete address. 


Save With War Bonds and Stamps 
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PROFESSIONAL PROTECTION 


A 


aA WERVICE SS 


In addition to our Professional 
Liability Policy for private practice we 
issue a special 

MILITARY POLICY 


to the profession in the Armed Forces 


ata 
REDUCED PREMIUM 


Let Your SC RAP 


pay for this Year’s 


Christmas Giving! 


Christmas—birth-date of the Prince of 
Peace—means more this year than 
ever! 

Turn that idle scrap into War Bonds 
or Cash for Christmas giving! You'll 
get full returns when you send it here, 
because we do all the refining in our 
own modern plant. 


Ask for price list of 
— golds and sil- 
ver alloys. 


Jhere are no better refiners than 


ag WEMOWREY 


Since 1899 


On all shipments re- 1436 W. University Ave. Z 


ceived by Dec. 18, 


check will be sent be- SAINT PAUL, MINNESOTA 


fore Christmas. 


Buy War Bonds and Stamps 


Zl \Sss 


Classified Advertising Department 


Advertisements cost ance not exceedin 
his rate applies for each insertion. 
An extra fee of 25c is charged advertisers who have answers sent care of 


A.D.A. and in such cases we do not furnish name or address to inquirers. 


Forms Close on ist of Month Preceding Month of Issue. 


Remittance must accompany classified ads. 


30 words, additional words 10c each. 


OPENING FOR DENTAL HYGIENIST in 
down town Cincinnati office. Very attrac- 
tive offer. Address D-3870, American Den- 
tal Association, 212 E. Superior Street, 
Chicago, Illinois. 


DENTIST WANTED: PART TIME—General 
Practitioner for ethical New Jersey office. 
Must be exempt from draft. State quali- 
fications. Address D-3868, American Den- 
tal Association, 212 E. Superior Street, 
Chicago, Illinois. 


TO LET — NEAR PITTSBURGH, Fully 
equipped ethical office. Most prominent 
location in town of 15,000 people. Estab- 
lished ten years; available now and after 
duration. M. A. Cunningham, 340 Academy 
Street, Carnegie, Pennsylvania. 


WANTED: DENTIST FOR MICHIGAN 
PRACTICE. Age 40 to 49, Must be Michi- 
gan licensed or qualified and willing to 
take Michigan State Board examinations. 
Operative ability, excellent health, and 
ethical record are among requirements. 
Income rate of $3,630 to start. In reply, 
send picture and give complete record. 
Address J-3849, American Dental Asso- 
ciation, 212 E. Superior Street, Chicago, 
Illinois. 


BURS RECUT—OUR OWN METHOD—to 
dentists only, dozen 25c. Every bur ex- 
amined after refinishing and returned in 
1 dozen stamped packages. Testimonials 
given. Sheun & Co., 6612 Sheridan, Chi- 
cago. 


FORCEPS REPLATED LIKE NEW, $1.75. 
_All other instruments sharpened and re- 
plated. Our replating jobs are still in use 
after years of service. Lawrence Berman, 
1404 W. Cheltenham Avenue, Philadelphia, 
Pennsylvania. 


NOW BURS STONED like new, 25c per 
dozen. Our stoned burs are sharp, smooth 
running. Only perfect burs returned. Send 
burs today. Prompt return. Middlebury 
Bur Stoning Co., Middlebury, Ind. 


WANTED: ASSOCIATION, on salary basis, 
in arid section. Furnish own Ritter 
equipment, Prefer exodontia. Willing to 
take state board. Married, one child. Ad- 
dress D-3869, American Dental Associa- 
tion, 212 East Superior Street, Chicago, 
Illinois. 


AUTO EMBLEMS. D.D.S. CADUCEUS, D.M.D. 
caduceus. Write for catalog. Mail $2.25 
for 1 emblem or $4.00 for a pair. Spencer 
Studios, 224 N. 13th St., Philadelphia, Pa. 


BURS RECUT: We have been recutting den- 
tal burs for more than twenty years and 
among our many satisfied customers are 
dentists both in this country and abroad. 
We make your old burs as good as many 
and better than some new burs. We recut 
and charge only for those burs that will 
give satisfaction in every respect. All 
burs are sorted and put up in cartons of 
one dozen each. Price 25c the dozen. 
Ordinary size laboratory burs 5ic each. 
Western Metal Company, Bloomington, 
Illinois. 


BUSINESS-APPOINTMENT CARDS. Stand- 
ard Vellum 1,000 $1.75, 2,000 $3.00. Thin- 
,lucent Embossed Cards 1,000 $2.00, 2,009 
$3.50. Postpaid. Send for samples. Letter- 
--heads, statements, envelopes. Louis Nor- 
‘ton, 275 12th Street, Oakland, Calif. 


WE BUY AND SELL used dental equipment. 
Western Metal Co., Bloomington, Illinois. 


TO LET: (PART TIME.) Fully equipped, 
Operating Room, with an ethical dentist, 
at Broadway and 4ist Streets, New York 
City. Call Lackawanna 4-6633. 


DULL BURS BOUGHT. Will also recut them 
on shares, or recut them regular. Schrader 
recut burs guaranteed to cut as good or 
better than any brand of new bur. For 
particulars, write, Schrader Instrument 
Co., Independence, Iowa. 


BURS MACHINE CUT: 30c a dozen. In busi- 
ness since 1917. Testimonials from thou- 
sands of satisfied users. Our guarantee 
protects you. Hand pieces’ repaired. 
Monarch Bur Cutting Co., P. O. Box 57, 
Mishawaka, Indiana. 


BURS RECUT 25e PER DOZEN. Promptly 
returned. Every blade guaranteed cut 
deep and honed to a razor edge by our 
specially designed machines. Precision 
handpiece reconstruction. Dependable, un- 
rivaled service since 1906. Scheun Bur 
Works, 3104 S. Michigan Ave., Chicago, 
Illinois, 


Buy Relief Fund Seals 
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KING’S DENTURE ACRYLIC 


Meets A.D.A. Specification No. 12 

illegal price fixing. is only $7.00 per lb. (480 cc. cc. liquid) for natural gum 
. medium fine grain. I unit trial size, 

ting 8s Tooth Acrylic we inlays, jackets, etc., is of same high quality. New microground colors. 
Finest mesh powder. Kit to match all he sac shade guides is $3 — read “blended New Hue 
shade or any basic color—$8.00 per | cc. powder, 90 cc. liquid). $1.00 per 1/2 oz. 

King’s Tooth Acrylic Flask. cast bronze, sturdy. well designed, ‘Wenes 6-tooth bridge, $2.50. 
Write for details of these and other products. 


ALFRED T. KING, D.D.S., 4930 W. 13th St., Cicero, Ill 


Lectures on Military Dentistry 


Collected Lectures on Military Dentistry from the Army Medical and Dental 
Schools. 

Revised Edition 104 pages. 88 illustrations. 

Published by the Dental Preparedness Committee under authorization of the Amer- 
ican Dental Association and with the permission of the Surgeon General of the "Jnited 
States Army. 

Through the publication of “Lectures on Military Dentistry,” the Preparedness 
Committee is’ presenting a volume which can be of vital use to the profession in the 
defense program of the nation. This publication can be used by organized study club 
groups as a basis for home study of the treatment of conditions incident to the war 
training program and actual warfare. It is prepared in the form of sixteen lectures, 
each lecture dealing with a particular phase of dental science in its adaptation to 
the war program. 


75c per copy 
American Dental Association 


212 E. Superior St. 
Chicago, Ill. 


Send impressions to us for any type 
Porcelain Restoration 


No charge made if not completely satisfied. 


M.W.SCHNEIDER 


GRADUATE DIVISION 
COLLEGE OF DENTISTRY, UNIVERSITY OF 
SOUTHERN CALIFORNIA 


Graduate Course in Orthodontics Leading to the Degree of Master of Dental Science 


The Graduate Division of the College of Dentistry, University of Southern California, 
announces that its next graduate course in orthodontics will begin on February 5, 1943. 

Two types of courses, leading to the degree of Master of Dental Science, will be 
offered, namely, one requiring full-time attendance over a — of one calendar year; and 
the other requiring half-time attendance over a ‘period of two calendar years. The cur- 
riculum as to subjects, content of subjects, and total number of teaching hours is the 
same for both courses. 

‘es For information concerning admission requirements, scope of instruction, fees, etc., 
_address 
Graduate Division 
COLLEGE OF DENTISTRY, UNIVERSITY OF SOUTHERN CALIFORNIA 
122 E. 16th Street, Los Angeles, California 


Journal Advertisements Are Dependable 
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Where Shall I Go to Dental College? 


ATLANTA-SOUTHERN DENTAL COLLEGE 


Atlanta, Georgia 


Four-Year Course, Leading to the D.D.S. Degree 
MODERN BUILDINGS AND EQUIPMENT 
AMPLE CLINICAL FACILITIES 
ENTRANCE REQUIREMENTS: 

UNDER NEW ACCELERATED DENTAL PROGRAM THE 
NEXT SESSION OPENS IN MARCH, 1943 


For catalog and information 
write 
RALPH R. BYRNES, D.D.S., F.A.C.D., Dean 


BAYLOR UNIVERSITY COLLEGE OF DENTISTRY 
DALLAS, TEXAS 


For Catalog and full information address: 
F. W. HINDS, D.D.S., Dean, 1420 Hall Street, Dallas, Texas 


THE UNIVERSITY OF BUFFALO, SCHOOL OF DENTISTRY 


A new curriculum known as the four-quarter plan was introduced in 1929-30, which permits a 
student to complete the regular four-year course in three calendar years, a saving of one 
year in time without reduction of the content of the prescribed course. 


For further information address: 


THE UNIVERSITY OF BUFFALO, SCHOOL OF DENTISTRY 
25 Goodrich St., Buffalo, N. Y. 


COLLEGE OF PHYSICIANS AND SURGEONS 
of San Francisco, California 


A 
SCHOOL OF DENTISTRY 


For further information and Catalog address: 


THE REGISTRAR 
344—14th Street, San Francisco, California 


CREIGHTON UNIVERSITY 
SCHOOL OF DENTISTRY 


ADDRESS THE DEAN 


26th and California Omaha, Nebraska 


Save With War Bonds and Stamps 
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Where Shall I Go to Dental College? 


THE THOMAS W. EVANS MUSEUM AND DENTAL INSTITUTE 
SCHOOL OF DENTISTRY, UNIVERSITY OF PENNSYLVANIA 


A Prospectus and full information as to the fees for these courses may be obtained from 
the Dean 
THE THOMAS W. EVANS MUSEUM AND DENTAL INSTITUTE 
40th and Spruce Sts., Philadelphia, Pa. 


THE UNIVERSITY OF KANSAS CITY, 
SCHOOL OF DENTISTRY 


THE KANSAS CITY-WESTERN DENTAL COLLEGE 


For information, address 


ROY JAMES RINEHART, Dean 


Tenth Street and Troost Avenue Kansas City, Missouri 


LOYOLA UNIVERSITY SCHOOL OF DENTISTRY 
New Orleans, Louisiana 


For information and catalog address: 
Registrar, Dental Department 
SIDNEY L. TIBLIER, A.B., M.S., D.D.S., Dean 


NORTH PACIFIC COLLEGE OF OREGON 
SCHOOL OF DENTISTRY 


For detailed information and catalog address 
THE REGISTRAR 
East Sixth and Oregon Sts., Portland, Oregon 


NORTHWESTERN UNIVERSITY DENTAL SCHOOL 
Catalog on request 


Address 
THE REGISTRAR, 311 E. Chicago Ave., Chicago, III. 


Buy Relief Fund Seals 


Where Shall I Go to Dental College? 


COLLEGE OF DENTISTRY 
UNIVERSITY OF SOUTHERN CALIFORNIA 


Forty-sixth Annual Session : 
1942-1943 
September 10, 1942 
PECIAL NOTICE 
The Accelerated Curriculum which became effective on July 6, 1942 for all students in 
attend at the i for 1941-1942, has reduced the length of the dental course from 
four to three years by the elimination of summer vacations and other holiday periods. The 

1942 Freshman Class will begin as ee announced on September 10, 1942, but in 1943 

one Freshman Class will begin on March 12, 1943, and another Freshman Class on Monday, 

September 6, 1943. 

he following courses are offered: 

1. A four-year course, concentrated into three years, devoid of vacation periods, leading to 
the degree of Doctor of Dental Surgery, based upon the completion of not less than a 
two-year pre-dental course as given in the College of Letters, Arts, and Sciences of the 
University of Southern California, or in any other college of approved standing. 

2. A two-year course in dental hygiene, for women only, with two years of college work as 
the admission requirement, leading to the degree of Bachelor of Science in Dental 
Hygiene, oenang = September 10, 1942, and ending on January 29, 1944. 

RADUATE COURSE IN ORTHODONTICS 

3. A graduate course in orthodontics requiring one calendar year of full-time attendance, or 
= calendar years of half-time attendance, leading to the degree of Master of Dental 

cience. 


For bulletins and additional information address: 
LEWIS E. FORD, D.D.S .Sc., F.A.C.D., Dean 
Los Angeles Street at Sixteenth 
Los Angeles, California 


ST. LOUIS UNIVERSITY 
SCHOOL OF DENTISTRY 


For full information address 
T. E. PURCELL, D.D.S., Grand Ave. and Caroline St., St. Louis, Mo. 


TEMPLE UNIVERSITY DENTAL SCHOOL 


The course leading to the D.D.S. Degree covers four academic years following two years of 
predental study in a recognized college of Liberal Arts and Sciences. Also, an Oral Hy- 
gienist’s course of thirty-two weeks. 
For additional information address: 
DR. C. BARTON ADDIE, ACTING DEAN 
1810 Spring Garden Street 
Philadelphia, Pa. 


THE TEXAS DENTAL COLLEGE 
Enrollment for the session of 1943-44 is being completed now. 
Address inquiries to 


F. C. ELLIOTT, DEAN 
The Texas Dental College 
Houston, Texas 


WASHINGTON UNIVERSITY, SCHOOL OF DENTISTRY 
(Missouri Dental College) 


Four-Year course, leading to the degree of D.D.S. 
For further information address The Dean, 4559 Scott Ave., St. Louis, Mo. 
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§ U Re though it isn’t as hard as a 


diamond, S-C Cement is probably harder than 

you thought any cement could be. Besides— 

and this counts for wearability—it’s practically 
insoluble in the acids of the 
mouth. 


CEMENT 


For COMFORT 
and For STYLE 


These side-buttoning smocks are favorites 
of professional men everywhere. You, too, 
will like their durability and neat appear- 
ance—their easy comfort and professional 
smartness. Expertly tailored of Angelica’s 
specially woven long-wearing White 
Twill. Indestructible knot buttons. Pleated 
back on all models. Sizes 34 to 48. 


MAIL THIS COUPON 
FOR FREE SAMPLE 


Order by number: 
With 41 _ TD 8 Short sleeves........... $2.35 ea. Stratiord-Cookson Company 
Standing a Fyne 3 for $6.70 4058 Haverford Ave., Philadelphia 
Collar 41 T Long sleeves............ $2.50 ea. Please send me my free sample of S-C Cement. 
(not shown) 3 for $7.15 I'll be very glad to try it. 
With V 41 TD 18 Short sleeves........... $2.35 ea. 
Neck (small photo) 3 for $6.70 Mame 
41 TD 19 Long sleeves........... $2.50 ea. 
(not shown) 3 for $7.15 
Free delivery in U. S. if full payment accompanies Street 
order. 
| City & State 
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TRATFORD 


ASHABLEZ UNIFORMS 


Write to Our Branch Nearest You 
ST. LOUIS. .... Olive St. A of 
Y' - 48th St., Dept. 12 
CHICAGO.177 N. Michigan Ave., Dept. W 
LOS ANGELES.1101 S. Main St., Dept. W 58 # ORI @ PHILADELPHIA 


Make the Journal Your Buyer's Guide 
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Accepted Dental Remedies 


Eighth 
Edition 


The eighth edition of this authoritative publication of the Council on Dental 


Therapeutics of the American Dental Association has recently been released for 


distribution. An effort has been made to include within its 313 pages all of the most 


useful information concerning dental drugs and cosmetics. 


American Dental Association 
212 East Superior Street 
Chicago, Illinois 


Enclosed please find one dollar ($1.00) for which send a copy of Accepted 
Dental Remedies, 8th edition, to: 
Name 
Address. 


City and State 


Buy Relief Fund Seals 
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PHYSICIANS CASUALTY ASSOCIATION 
fala PHYSICIANS HEALTH ASSOCIATION 


INSURANCE 
SICKNESS 
For Ethical Practitioners Exclusively 
(57,000 POLICIES IN FORCE) 


LIBERAL HOSPITAL EXPENSE COVERAGE FOR $10.00 PER YEAR 


$5,000.00 accidental death 

$25.00 weekly indemnity, accident and sickness pagan ad 
$10,000.00 accidental death $64.00 

$50.00 weekly indemnity, accident and sickness per year 
$15,000.00 accidental death $96.00 

$75.00 weekly indemnity, accident and sickness per year 


40 years under the same management 


OVER $2,200,000. INVESTED ASSETS 
OVER $10,750,000. PAID FOR CLAIMS 
$200,000 deposited with State of Nebraska for prétection of our members 
"86 cents of each $1.00 of gross income is used for members’ benefits" 
Full war coverage without increase in cost 
Send for application, Doctor, to 


400 FIRST NATIONAL BANK BLDG., OMAHA, NEBRASKA 


Journal Income Helps Build Better Dentistry 
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Dental Educational Pamphlets 


Written in lay language these 
seven short concise pamphlets 
will aid you in educating your 
patients. 


“Doctor, how early should I 
bring Jimmie to you for care?” 
“When is the best time to 
straighten Mary’s teeth?” “Will 
they stay straightened?” “What 
do you dentists mean by an im- 
pacted tooth?” “What effect does 
diet have on the teeth?” These 
and many other everyday ques- 
tions are answered in a simple, 
straightforward manner in the 
following pamphlets : 


“What Is the Truth About Teeth?” 

“How Early Should Dental Care Begin?” 
“Dental Care for the Preschool Child.” 
“The School Child's Teeth.” 
“Irregularities of the Teeth.” 

“School Programs for Dental Health.” 
“Oral Disease.” 


5c per single pamphlet, set of seven pamphiets. 


BUREAU OF PUBLIC RELATIONS, 
AMERICAN DENTAL ASSOCIATION, 


212 E. Superior Street, Chicago, Ill. 


‘What Is the Truth About Teeth ?” 
“How Early Should Dental Care Begin?” 
“Dental Care for the Preschool Child.” 
“The School Child’s Teeth.” 

00 $12.50 for 500 pamphlets “Irregularities of the Teeth.” 


Enclosed is 

0) 5c for 1 pamphlet 

1 $2.00 for 50 pamphlets 
1 $3.00 for 100 pamphlets 


0) $20.00 for 1,000 pamphlets “School Programs for Dental Health.” 
 25¢ for 1 set of 7 pamphlets 0) “Oral Disease.” 
(Please check pamphlets desired ) 


NAME. 


STREET. CITY. STATE 
Please print plainly full name and complete address. 


Save With War Bonds and Stamps 
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“WHAT ARE THE MAGIC WORDS?” 


No magic words, no magic wand can improve a 


cigarette. Something more tangible is needed. 


Puixip Morris superiority is due to a diiferent 
method of manufacture, which produces a ciga- 


rette proved” definitely less irritating to the 


smoker’s nose and throat. 


Perhaps you prefer to make your cwn tests. 
Why not try Partie Morris and observe the 


results for yourself. 


PHILIP MORRIS 


Morris & Co., Ltp., Inc. 
119 AVENUE, N. Y. 


* Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154 
Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60 


TO PHYSICIANS WHO SMOKE A PIPE: We suggest an un- 
usually fine new blend—Country Doctor Mixture. Made by the 
same process as used in the manufacture of Philip Morris Cigarettes. 
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Niagara of Denturé Adhesiy 


OVER THE YEARS 


With the good will of the dentist, 
an unceasing flow of CO-RE-GA 
has gone forth from our manu- 
facturing plants to help millions 
of patients throughout the world 
gain confidence with immediate, 
partial and full dentures. 


PLEASE SEND FREE SAMPLES FOR PATIENTS 


DOCTOR! Dr. 


COREGA CHEMICAL COMPANY 
208 ST. CLAIR AVE., N. W. CLEVELAND, OHIO 


Co O-RE- -GA is not advertised to the 2 public 


buy War Bonds and Stamps. 
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For THE JBIESTT In ESTHETICS 
AND FUNCTION... 


TRUBYTE 


complete denture made with Trubyte 


(R= Hue Anteriors and 20° Posteriors For Complete and 


Partial Dentures 
HERE is a Trubyte New TRUBYTE NEW HUE ANTERIORS 
Hue tooth, in natural AND an POSTERIORS 


shades, suitable form, fluo- 
rescent and translucent por- For Fixed or 


Bridgework 
celain, for every type of pros- g 
thetic restoration. To these TRUBYTE NEW HUE 
superior esthetic qualities, add PIN PONTICS 
urpassed functional excel- 
and you see For Fixed or Removable 
Trubyte New Hue restora- Bridgework and Partial and XN 
tion is a proven practice- Complete Dentures “is 
builder. TRUBRIDGE NEW HUE 


ANTERIORS AND 


‘THE DENTISTS’ SUPPLY COMPANY. OF NEW YORK 
220 West 42nd Street ‘New York, N. Y. 
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When you say DEE gold to your 


dealer or to your laboratory the 


response is always cheerful. 
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